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the battle 
won in the home... 
is often lost 


in the stomach 


Heartburn and pyloroduodenal irritability in a 45-year-old housewife responded poorly 
to therapy with tranquilizers and an anticholinergic. The patient also complained of 


nausea and vomiting and abdominal distention. 


‘Combid’ Spansule therapy was initiated, one capsule ql2h. The nausea and vomiting 
ceased almost immediately, and after four weeks of therapy the heartburn and pyloroduo- 


ae denal irritability were completely relieved. Relief of abdominal distention was moderate. 


The physician rated *‘Combid’ Spansule capsule therapy excellent and commented that 


the patient was “completely relaxed and...more emotionally stable.” 


Combi spansuie 


b ° d Compazinet, 10 mg.; 
A. DarbidS, 5 me. 


Smith Kline French Laboratories, *hiladel phia 


Reg. U.S, Pat. Of, Reg. U.S. Par, Off. for Sustained release capsules, S.K.F. 


tT.M, Reg. U.S. Pat. Of for prochlorperazine, S.K.F. 


§1T.M. Reg. U.S. Pat. Off. for isopropamide, 
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Metamucil does BOTH ! 


In constipation, Metamucil produces SOFT, easy stools and activates gen- 
tle peristalsis. By adsorbing and retaining water within the stool Metamucil 
prevents hard feces from forming. And it adds to intestinal residue a soft, 
plastic bulk which ACTIVATES the normal reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose 
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eliminates four major 


worm infections 


Percentage of complete clinical. = 
cures in 259 patients.’ 


“pletely cured, Delvex produced a 97 percent reduction in fecal egg counts. 


New DELVEX", the first wide-spectrum anthelmintic 


Clinical studies show: 

e Delvex is effective orally, usu- 
ally within five days, against four 
of the five most common worm 
infections: 

Pinworm Whipworm 
Roundworm  Strongyloidiasis 
elt is partially effective, and 
sometimes curative, in hookworm 
infection. 

e It is fully effective in both single 
and multiple infections and in 
both heavy and light infections. 
e In optimal dosage, it eliminates 


LILLY AND COMPANY 


INDIANAPOLIS 6G, 


pinworm infection in 100 percent 
of patients. 

e It is the first effective and prac- 
ticable agent for the oral treat- 
ment of strongyloidiasis and 
whipworm infection. 


e No adjunctive measures are 
needed with Delvex therapy. 


Further information and clinical 
reports may be obtained from 
your Lilly representative or by 
writing to our medical division. 
1, Swartzwelder, J. C., et al.: J.A.M.A., 165:2063, 1957, 
Delvex™ (dithiazanine iodide, Lilly) 


INDIANA, U.S.A. 
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FOR YOUR FOOD AND FAT INTOLERANT PATIENT 
‘“...MARKED OR 
COMPLETE 
IMPROVEMENT... 
ABOLITION OF 


DIETARY 


INTOLERANCE...” 


PRODILAGOL 
cholecystokinetic-cholagogue LIQUID 


Administration of ‘proBilagol’ Liquid to 35 patients suffering from severe to 
intractable digestive complaints based on biliary tract pathology — provided 
moderate to marked improvement in all cases. “...each one of these patients, 
who had previously been resistant to therapy, showed marked or complete 
improvement. The most remarkable effect was the abolition of dietary intoler- 
ance in all cases, irrespective of previous severity.” 


EFFECT OF 'PROBILAGOL’ LIQUID ON REFRACTORY DIGESTIVE 
SYMPTOMS DUE TO GALLBLADDER DYSFUNCTION 


DOSAGE: Adults: One tea- 
spoonful with or followed by 


one-half glass of water en number moderate marked 
times a day approximately symptom of improve- improve- 
one-half hour before meals, cases ment ment 
or as directed by physician. 
SUPPLY: Bottles of 12 and Dietary intolerance 13 3 10 
6 fluid ounces. 

, Anorexia 7 6 1 
CITED REFERENCE: 
1. Leavitt, J. M.: Scientific Abdominal discomfort 25 4 21 
Exhibit, Annual Meeting of Abd P 
the New York State Medical pein 8 2 
Society, New York, N. Y. May Nausea and vomiting 3 3 
12-16, 1958. 

Gaseous eructations 8 2 6 

LiguiD D-GLUCITOL 
WITH HOMATROPINE METHYLBROMIDE Constipation 23 23 
PURDUE FREDERICK + 


© Copyright 1959, The Purdue Frederick Company 
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Abstracted from The American Journal of Gastroenterology, Vol. 30, No. 6, Dec. 1958 


COMBINED DRUG THERAPY IN 


GASTROINTESTINAL DISTURBANCES 


INCREASED BENEFIT THROUGH DIMINISHED SIDE REACTIONS 


JOSEPH BANDES, M.D. 
New York, N.Y. 


“In the course of treating gastrointestinal disturbances (most often peptic 
ulcer), it was noticed that several patients did not respond to the regimen 
as well as might have been expected. Investigation revealed the fact that 
although these patients generally adhered to the diet, the discomfort pro- 
duced by the side reactions of the drugs induced them to stop medication 
entirely or to take it haphazardly.” 


MATERIAL AND METHOD 


“Twenty patients (14 private and 6 clinic patients) were chosen who, in the 
absence of complications, had shown unsatisfactory response to a prescribed 
regimen of diet, anticholinergic, sedative (phenobarbital) and antacid. In 
addition to gastrointestinal symptoms, these patients all had in common 
varying degrees of emotional disturbances and they all had voluntarily 
stopped or interrupted their medication because of undesirable side-effects. 
These reactions were in descending order of incidence: dry mouth, blurred 
vision, drowsiness or beclouding of the mind, and interference with bowel 
and bladder function.” 

“In each case, the patient was started on tridihexethyl iodide with mepro- 
bamate in place of the previously administered anticholinergic-sedative 
combination, the diet and antacid remaining unaltered. The method of ad- 
ministration was the same as for the previous drugs; i.e., one tablet with 
each meal and one or two tablets at bedtime.” 


RESULTS 


“.,. the results of treatment (Table II) with tridihexethyl iodide and mepro- 
bamate were excellent or good in 18, or 90 per cent of the cases and poor 


or questionable in 2, or 10 per cent. It will be noted ... that both of these 
patients were ‘functional’ cases.” 


No.of 
Patients Response Side Reactions 


Excellent | Good er Drowsi Dry =| oth 
xcellien tionable rowsiness Mouth er otal 


15 (75%) | 3(15%) 2 (10%) 2 (10%) 3 (15%) 


1 (6%) 


SIDE REACTIONS: 2 patients noted mild drowsiness and dry mouth, one patient dry mouth only. 
In no case were the sympt severe ugh to warrant diminishing the dose. 
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COMMENTS 


“The encouraging clinical results of this investigation point up the fact that 
although poor progress is frequently due to poor patient cooperation, we 
can do much to improve this situation by recognizing the validity of the 
patients’ complaints with respect to side reactions and then prescribing 
medication with a low incidence of unpleasant effects.” 


“Since this group of patients was chosen because of sensitivity to anticholi- 
nergic-sedative, statistical evaluation of side reactions to the medication 
used in this study is not feasible. The reduction from 100 per cent of side 
reactions attributable to the previously used medication to only 15 per cent 
with tridihexethyl iodide-meprobamate, however, is indeed noteworthy.” 


FIG. 1—N-ray (Case #17) at time of 
presentation (11 December 1957). P-A 
view showing large ulcer crater (ar- 
row) on lesser curvature of stomach, 
Note also, small residue of barium in 
hiatus hernia, 


FIG. 2—Same patient (18 March 1958). 
After 10 weeks’ therapy (see text). 
Note complete disappearance of ulcer 
crater. 


FORMULA: each scored tablet contains: meprobamate 400 mg., tridihexethy! chloride 25 mg. 
(formerly supplied as the iodide). 


DOSAGE: | tablet t.i.d. with meals and 2 tablets at bedtime. 


Milpath’ supplied for this study by 
Wallace Laboratories, New Brunswick, N.J. 
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Intravenous 
Cholangiography: 
a need fulfilled 


ee. .. the need for a contrast medium 
that would be of uniform and reliable 
visualization for all the ducts, 
especially in the patients having had 
cholecystectomy, was not met until 

the introduction of Cholografin.”! 


ee. ..a reliable method for rapid 
visualization of the biliary 

tract irrespective of whether or not 
the gallbladder is present and 
independent of its ability to 
concentrate its contents.”’* 


CO Site reactions to Cholografin 
are less than those observed during an 
intravenous urographic examination.’ 


SQUIBB 1ODIPAMIDE 


for reliable, rapid intravenous cholangiography and cholecystography 


e the entire extrahepatic biliary system is visualized 
even in many postcholecystectomy patients 
and in the presence of a nonfunctioning gallbladder 
e the gallbladder is visualized, even if diseased, unless 
there is obstruction of the cystic duct 


@ makes possible rapid diagnosis 
e well tolerated 


SUPPLY: SQUIBB 
Cholografin Sodium: 2 x 20 cc. ampuls, each with 1 ec. ampul New York 22, N. ¥. 
for sensitivity testing. 
Cholografin Methylglucamine: 20 cc. ampuls with 1 cc. ampul 

for sensitivity testing. 

1. Reeves, R. J.: Southern M. J. 50:1377 (Nov.) 1957. cnn 

2. Shehadi, W. H.: Am. J. Gastroenterol, 28:236 (Sept.) 1957. Squibb Quality 

3. Sachs, M. D.: J. Internat. Col. Surgeons 27:681 (June) 1957. the Priceless Ingredient 
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the “‘full-range”’ 


oral hypoglycemic agent 


Trademark, brand of Phenformin 


DBI (N'-f$-phenethylbiguanide HC]) is an entirely new oral hypoglycemic compound, 


different in chemical structure, mode of action, and in spectrum of activity from the 


sulfonylureas. DBI is usually effective in low dosage range (50 to 150 mg. per day). 


“full-range”’ 
hypoglycemic action 

DBI lowers elevated blood-sugar and elim- 
inates glycosuria in mild, moderate and se- 
vere diabetes mellitus ... 


brittle diabetes, juvenile or adult— DBI 
combined with injected insulin improves 
regulation of the diabetes and helps prevent 
the wide excursions between hypoglycemic 
reactions and hyperglycemic ketoacidosis. 


stable adult diabetes — satisfactory regula- 
tion of diabetes is often achieved with DBI 
alone without the necessity for insulin 
injections, 


juvenile diabetes — D BI often permits a re- 
duction as great as 50 per cent or more in the 
daily insulin requirement. 


primary and secondary sulfonylurea failures 
DBI alone, or in conjunction with a sul- 
fonylurea, often permits satisfactory regu- 
lation of diabetes in patients who have failed 
to respond initially or who have become re- 
sistant to oral sulfonylurea therapy. 


smooth onset — less likelihood of severe 
hypoglycemic reaction— DBI has a smooth, 
gradual blood-sugar lowering effect, reach- 
ing a maximum in from 5 to 6 hours, and a 
return to pre-treatment levels usually in 10 
to 12 hours. 


safety —daily use of DBI in therapeutic 
dosage for varying periods up to 2'2 years 
has produced no form of clinical toxicity. 


side reactions 
DBI are chiefly gastrointestinal and occur 
with increasing frequency at higher dosage 
levels (exceeding 150 mg. per day). Ano- 
rexia, nausea or vomiting may occur — but 
these symptoms abate promptly upon reduc- 
tion in dose or withdrawal of DBI. 


side reactions produced by 


supplied — DBI, 25 mg. scored, white tab- 
lets — bottle of 100. 


IMPORTANT — before prescribing DBI the 
physician should be thoroughly familiar 
with general directions for its use, indica- 
tions, dosage, possible side effects, precau- 
tions and contraindications, etc. Write for 
complete detailed literature. 


an original development from the research laboratories of 


u.s. vitamin « pharmaceutical corporation 


Arlington-Funk Laboratories, division 
250 East 43rd Street, New York 17, N.Y. 
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the complaint: nervous indigestion 
the diagnosis: any one of several nonspecific gastrointestinal disorders re- 
quiring relief of symptoms by sedative-antispasmodic action with concomitant 
digestive enzyme therapy. the prescription: a new formulation, incorporating 
in a single tablet the actions of Donnatal and Entozyme. the dosage: two 
tablets three times a day, or as indicated. 


the formula: in the gastric-soluble outer 
layer: 


Hyoscyamine sulfate ............0.0518 mg. 
Atropine sulfate ............ ...0.0097 mg. 
Hyoscine hydrobromide 0.0033 mg. 
Phenobarbital (4% gr.) ........ 8.1 mg. 
in the enteric-coated core: 
Pancreatin, N.F. ..... . 300 mg. 
Bile salts .... 150 mg. 


A. H. ROBINS COMPANY, INCORPORATED nvVvigND 
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predicting ready professional acceptance 


for tis NEW ORAL 


Bunamiodyl 


single dose dependability - new low in side effects 


—@ one dose generally opacifies the visualizable gallbladder 

eliminates time-consuming, costly repeat studies 
» single fixed dosage for all patients— 
dose caleulation unnecessary, even for obesity 

no confusing intestinal opacities — 

enhances diagnostic accuracy 
fewer side effects— 
avoids diarrhea and dysuria 
ideal density— 
-caleuli clearly 


Dose and ‘Six capsules should be swallowed, one at a time, approxi- 
mately 12 to 14 hours before the examination. No variation from the usual 
of patient. preparation is necessary. 


(Bunetatedy!), a new chemical compound, 
ethyl sodium acrylate. It contains 57% iodine. 


For detailed description consult FOUGERA literature. = 


Puckuying /ORABILEX Capsules are supplied in envelopes of (0.75 Gm. each). Boxes 
of 100 envelopes; also available in- of 250 


FOUGERA & COMPANY, INC. * Hicksville, Long Island, New York 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


how do age and sex influence evacuation of the gallbladder? 


Children and pre-adolescents, especially boys, have a faster emptying rate than 
adults. After puberty, the gallbladder of the male is slower in emptying—elderly 
women have a faster gallbladder evacuation rate than elderly men. 


*Source: Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, Philadelphia, 
Lea & Febiger, 1953, vol. 2, p. 1178. 


GALLBLADDER EVACUATION IN THE ELDERLY* 


30 minutes after meal of egg yolk 


81% 65% 
EVACUATED EVACUATED 
(FEMALE) (MALE) 


true hydrocholeresis plus reliable spasmolysis... 


DECHOLIN with Belladonna 


* relieves the pain of smooth-muscle spasm 
steadies the “nervous gut” 
+ facilitates biliary and pancreatic drainage 


available: DECHOLIN with Belladonna Tablets: dehydrocholic acid, AMES 
3% gr. (250 mg.) and extract of belladonna % gr. (10 mg.). 
Bottles of 100 and 500. 


for free-flowing “therapeutic bile’... 


DECHOLIN® 


Elkhart Indiono 


(dehydrocholic acid, AMES) Toronto + Canada 


* medical and postoperative management of biliary tract disorders ( \) 
* routine physiologic support for geriatric patients 
* constipation—natural physiologic laxation without catharsis 


available: DECHOLIN Tablets: dehydrocholic acid, AMES 3% gr. (250 mg.). 
Bottles of 100, 500 and 1000; drums of 5000. 
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A monthly journal of Gastroenterology, Proctology and Allied Subjects 
(ForMerRLY THe Review or GASTROENTEROLOGY ) 


VoLuME 31 MAY, 1959 NuMBER 5 


GASTRIC CARCINOMA® 


GASTROENTEROLOGIC ASPECTS 


GORDON McHARDY, M.D.+ 


New Orleans, La. 


Recognition of precancerous gastric disease and diagnosis of incipient 
gastric cancer are the constructive objectives of a discussion such as this one. 
The advantages and responsibilities of the physician who conducts the initial 
survey on the dyspeptic patient, when the lesion is developing, in achieving 
diagnostic exclusion rather than casual symptomatic therapy need emphasis. 


Contributions related to the changing incidence and its possible  signifi- 
cance, current statistical, clinical, and experimental investigation of the etiologic 
aspects and possible conception therefrom of a preclinical phase of the disease, 
as well as disorders induced by definitive operation are all encompassed in the 
assignment. The gastroenterologist also has a responsibility to the diagnostic 
radiologist in cooperative instruction before and in analytic survey after his ; 
study and an obligation to the surgeon for adequate preoperative preparation a 
and postoperative management. a 


Specific questions that most concern the gastroenterologic internist are 
posed, The replies depict concisely our knowledge and experience on these 
aspects of gastric cancer. The references cited are not intended to depict the 
extensive literature on the subject. For a recent comprehensive review, the 
reader is referred to the work of Charles Flood', 


What important etiologic factors are under current consideration?—Hered- 
ity, environment, race, and diet are being explored statistically and experimen- 
tally as etiologic possibilities. 


*Introduction to the Panel Discussion on Gastric Carcinoma, presented before the 23rd 
Annual Convention of the American College of Gastroenterology, New Orleans, La., 20, 21 
22 October 1958, but omitted for lack of time. 

tFrom the Department of Medicine, Louisiana State University School of Medicine, and 
the Browne-McHardy Clinic, New Orleans, Louisiana. 
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Heredity?”:—Familial tendency, occurrence in identical twins, in relatives 
of patients with pernicious anemia, predominance in persons of blood Group B, 
and experimental carcinogenic-induced transmission to succeeding generations 
lends support to a heredity influence. We have observed gastric carcinoma in 
three first generation and five second generation descendants of progenitors so 
afflicted, and in one set of identical twins. 


Environment':—In statistical analyses of international and regional figures 
involving comparable or identical racial stock, the depiction of a significant 
geographic variation in incidence suggests an environmental possibility’. The 
apparent absence of gastric carcinoma, for example in Africa, may be due to 
variability or absence of diagnostic facilities rather than to lack of carcinogenic 
agents related to this disease. The abnormal prevalence, in contradistinction, 
cannot be glibly disregarded. Relation to conditions of the soil in Holland and 
Wales suggests a local environmental influence. 


Race**:—Racial susceptibility is obvious in the Japanese statistical study of 
the postwar decade that indicated involvement in 30 per cent of 5,600 patients 
with cancer studied'. Only Chile exceeds Japan in incidence of gastric carci- 
noma. In the United States, the death rate from gastric cancer is 40.1 per 
100,000 persons for persons of Japanese descent as contrasted with 10.1 for 
those of Chinese descent and 16.1 for white persons. In Finland, Iceland, and 
Norway, the incidence is of magnitude compared with a progressive decline 
recorded for the United States from 20.5 per 100,000 persons in 1930 to 13.2 in 
1956. In Louisiana, racial predeliction for the Negro is indicated by the death 
rate from gastric cancer of 20.8 per 100,000 for Negroes as compared with 12.3 
per 100,000 for whites. 


Diet*:—The pathogenic component of diet has been experimentally sup- 
ported by production of cancer by gastric implantation of carcinogens and by 
ingestion of superheated fats. Papillomatous changes develop in Passey’s rats 
with Vitamin A deficiency. The decline of deaths from cancer during the past 
two war-rationing periods and the freque ncy of obesity before gastric cancer 
are interpreted as significant in Berg’s study. Supe heated fat is a plausible 
contributing factor in the Louisiana Negro, who frequently cooks in an “iron 
oven” with the use of animal fats as seasoning. 


In summary, I believe that hereditary, environmental, racial, and dietary 
factors have a significant role in the pathogenesis of gastric cancer. These in- 
clude such possibilities referred to under tissue susceptibility and biologic 
predeterminism. Alcohol, tobacco, and occupation cannot be correlated with the 
incidence of gastric cancer, nor is there substantial proof of an emotional 
etiologic component. 

What gastric conditions predispose to cancer (are “precancerous” )*?—The 
hypothesis that cancer does not develop in a normal stomach is supported by 
pathological documentation, by correlation of incidence with achlorhydria, 
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mucosal atrophy, pernicious anemia, benign adenomas, and peptic ulcer. 
Approximately half of the patients with gastric cancer have achlorhydria. In 
retrospective ‘analyses, achlorhydria has preceded the diagnosis of gastric carci- 
noma in 47.8 per cent of patients; at the time of diagnosis this sign was present 
in 68.8 per cent of the patients’. The incidence of gastric cancer recorded in the 
achlorhydric-hypochlorhydric group was 4.5 times higher than in the normal 
population. 


The sequential relation of mucosal atrophy and cancer in pernicious anemia 
seems statistically confirmed by the fact that the incidence in pernicious anemia 
is three times higher than in control groups; this represents an increase in 
pernicious anemia of almost 22 times as compared with the normal population 
older than 50 years of age. 


Malignant transformation of polyps is suggested in histologic and in follow- 
up evaluation. This issue is controversial only from an academic viewpoint. 


Approximately 8 per cent of gastric ulcers are associated with gastric 
cancer. The possibilities are: 1. occurrence of cancer preceded by a gastric ulcer 
may be fortuitous; 2. the potentiality for development of carcinoma of the 
stomach affected by benign ulcer may be greater, or 3. a slowly developing 
carcinoma may coexist at the onset in certain seemingly benign ulcers. 


In summary, each of these is proposed as a possible precancerous state. In 
cur present knowledge, no proof exists of their precancerous nature, but. sta- 
tistical data support the probability of such a relation. 


Do cancer detection surveys render a diagnosis of gastric cancer in its pre- 
clinical or silent stage''?—Toward such accomplishment two types of population 
surveys have been endorsed: 1. unselected individuals more than 50 years of 
age, and 2. highly selected (or “precancerous” ) patients. The unselected sur- 
veys are unrewarding and exhausting and depreciate diagnostic roentgeno- 
graphic acumen by boredom. Surveys of the potentially “precancerous” gastric 
group have been contrastingly productive of informative statistics, especially in 
the presence of achlorhydria. 


Diagnosis should not await illness. Cancer detection surveys are a means 
to this end. Unfortunately, metastasis has not been proved to be a temporal 
factor. 


What features are of greatest value in detecting gastric carcinoma*? 


“Awareness’:—No. definitive history is associated with small gastric neo- 
plasm, but vague upper abdominal discomfort, distaste for meat, and mild 
obstructive phenomena may suggest the possibility and stimulate “awareness”. 


Histamine achlorhydria’, low uropepsin levels, mild anemia and evidence 
of chronic loss of blood are helpful laboratory data. The screening value of 
tubeless gastric analysis is gaining prestige'® 
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Cytodiagnostic accuracy is directly dependent upon the adeptness with 
which gastric cellular exfoliative material is obtained and the competence of 
the histologic cytologist. The potentiality of this procedure is indicated in the 
accomplishment of Kirsner and associates (95 per cent), which far exceeds the 
average figure in earlier reports (80 per cent). The possibility of diagnosing a 
small carcinoma in situ before roentgenologic change and gastroscopic detection 
is therein established'’. Analysis of the disappointing reports by others'*:'® 
suggests that the authors were not prepared to assume the responsibility of 
properly obtaining and meticulously examining specimens. Gastric lavage with 
saline is considered adequate without enzymatic induced exfoliation. Disad- 
vantages accredited to the abrasive balloon and the Ayre brush are not signifi- 
cant, but neither are advantages statistically apparent. What may come from 
determinations of cellular acid phosphatase of specimens obtained at biopsy 
in vivo awaits development. 


Radiologic survey:—The high diagnostic accuracy in selected hospital sur- 
veys (approximately 95 per cent) is not duplicated in ambulatory series, where 
the procedure more closely resembles a screening measure (88 per cent )7°. 
Failure to follow-through with repetitive examination in cases of uncertainty 
invalidates many potential diagnoses of gastric carcinoma. It should never be 
considered the radiologist’s obligation to render a definitive diagnosis; rather, 
it should be the clinician’s responsibility to evaluate the roentgenographic find- 
ings in careful over all analysis of the patient. It has been my experience that 
infiltrative lesions and defects in fundal and cardiac areas are most likely to 
escape roentgenographic detection. The surgical rate of cure is apparently 
higher in patients whose gastric carcinoma has permitted only indeterminate 
radiologic findings. The potentialities of such radiologic advances as image 
amplifier cinefluorography, photofluorography and radiophosphorus contrast 
studies are promising. 


Gastroscopy, to confirm roentgenographically visible defects, to supplement 
roentgenographic study when uncertainty exists, as an adjunct when results of 
other studies are negative in patients with achlorhydria or occult bleeding, has 
improved the diagnostic accuracy to approach a 92 per cent in the past decade 
in the differentiation of malignant from benign ulcer and antral gastritis. 
Limitations of the procedure include “blind areas”, difficulty with biopsy, 
masked lesions, and patience of the endoscopist, coupled with his technical and 
interpretative skill. The skilled gastroscopist’s accuracy in diagnosing gastric 
cancer is estimated to be 77 per cent*!; this obviously cautions against the deci- 
sions of a novice. Refinements in instruments, improved technics, and advances 
in teaching photography promise wider applicability and usefulness of endo- 
scopy”. 

Therapeutic response:—“Every case of gastric ulcer must therefore be 
treated to a conclusion,” said Hermon Taylor*. Benign lesions should respond 
satisfactorily to a carefully conducted ulcer regimen, with conclusive healing 
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within 28 days. Complete sustained healing after eight weeks is assurance of 
benignancy*.*>, The interval of response is often directly related to the chron- 
icity of the ulcer and degree of penetration and location. Therefore, unfortu- 
nately, all benign ulcers will not heal at the same rate, a factor that may prove 
frustrating to the therapeutic analyst. Some benign ulcers will have no thera- 
peutic response whatever, as occurred in 27 of 228 gastric ulcers in our recent 
survey. In contrast, however, malignant ulcers do not heal; inadequacy or mis- 
interpretation of studies may lead to an erroneous opinion of response. Lack of 
therapeutic response is, therefore, an excellent criterion for establishing malig- 
nancy. Unfortunately, it does not eliminate the possibility of benignancy as 


reliably. 


Electrogastrographic studies have extremely limited clinical value”. The 
intragastric measurement of electrical potential differences between the gastric 
mucosa and the skin has created deviations that can be interpreted as evidence 
of malignant disease in approximately 66 per cent of cases of established gastric 
cancer. 


In summary, elimination of uncertainty by careful appraisal of all factors 
suggestive of malignant disease simultaneously permits an appraisal of be- 
nignancy. In my experience, less than 10 per cent of patients with gastric dis- 
ease present an unanswerable problem when they are properly examined; 
surgical exploration is indicated in these. If diagnostic facilities are not avail- 
able, the patient should be referred to the proper specialist; availability of a 
resectionist is not the alternative. 

What physiologic disorders may result from definitive operation for gastric 
carcinoma?" *4?— 

Malnutrition on a quantitative basis. The gastric remnant, hypermotility, 
or both, may result in diminished ingestion, digestion, and absorption. 


Absorption, utilization defect, or both:—1. Absence of intrinsic factor (total 
gastrectomy )—pernicious anemia. 


2. Loss of duodenal or pancreatic secretions (gastrojejunostomy) or both, 
with impaired absorption of fat—steatorrhea. 


3. Defective hormonal pancreatic stimulation (vagotomy )—steatorrhea. 


4. Loss of gastric secretory alteration in minerals, their absorption thus 
being altered (achlorhydria)—ferric to ferrous iron—insoluble calcium soaps. 


5. Loss of ability to absorb substances—nitrogen, protein, carbohydrate, 
vitamins, riboflavin, Biz, fat soluble (A) and K. 


Dumping syndrome, resulting from changes in plasma volume—as a result 
of differences in osmotic pressure, fluid passes from blood stream into jejunum, 
resulting in a drop in plasma volume to excite vasomotor symptoms and jejunal 
distention to cause gastroenteric manifestations. 
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Esophagitis due to regurgitation is common after all gastric operations that 
alter the esophagogastric junction. Operations that involve sectioning of the 
cardiac sphincter or its resection, procedures that alter the oblique junctional 
angle, that create gastric stasis or inadequate capacity are all too frequently 
accompanied by inflammatory esophageal mucosal changes. 


Gastritis:-The gastric remnant that is altered mechanically and physiolog- 
ically is susceptible to mucosal changes, varying from superficial inflammatory 
changes to atrophy. 


The mechanical mishaps potential to all gastric operations, including the 
proximal loop syndrome and stagnant loop steatorrheas, may be expected, and 
whereas marginal ulceration is less prone to occur after operation for gastric 
lesions than duodenal ulcer, occurrences are not too unusual. 


The significance of disadvantages of gastric operations is directly related to 
the surgical indication. Tolerance for serious difficulties after a curative or 
merely palliative procedure for gastric cancer is, therefore, of importance. 
Recognition and proper management further minimize their significance. 


Does the salvage rate justify an effort of curative resection in extensive 
gastric carcinoma, even “eviscerectomy”, in contrast to the benefits of a pallia- 
tive procedure*®.*°?—Yes. Two of our patients with longer survival periods, be- 
yond seven years, each had palpable extensive lesions with involvement of 
regional nodes. One had a perforated gastric carcinoma at the cardia with 
pancreatic involvement. In both instances, partial pancreatectomy and splenec- 
tomy were essential to total gastrectomy. It has been suggested that splenec- 
tomy as a part of the extensive dissection is imperative to secure curability. 
When one considers that with diagnostic laparotomy a survival of four months 
can be anticipated and that with palliative resection less than 12 months, cura- 
tive resection, when conceivable, would seem to justify the gamble. 


Marshall’s*® extensive survey has indicated a reduction in operative mortal- 
ity for subtotal gastrectomy to 3.2 per cent and for total gastrectomy to 7 per 
cent, with an increase in five-year survivals from 15.4 to 39.5 per cent and in 
ten-year survivals from 7.7 to 16.6 per cent in the past 23 years. It behooves all 
internists and surgeons to strive for further achievement. The internist who 
becomes a therapeutic nihilist despite realization that the nonoperative mortal- 
ity rate is 100 per cent will never experience the privilege of patient ingratitude. 
While observing intricate development of postgastrectomy defects the same 
physician will inflict these on the benign ulcer patient with less reluctance. 


SUMMARY 


Gastric cancer is not a static disease. Perhaps the incidence is decreasing 
because recognized precancerous lesions are being managed better. The etiol- 
ogy, although undetermined, seems to be channelling into areas of reasonable 
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suspicion that may bring forth some pertinent guide soon. The symptomatology 
is, of course, nonspecific. 


Cytodiagnostic achievement is a notable advance. The surgical salvage rate, 
as the case fatality rate drops to reasonable figures and five-year survivals be- 
come more than rarities, proclaims an era beyond diagnosis and palliation and 
excites the therapeutic nihilist. 
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PANEL DISCUSSION ON GASTRIC CARCINOMA* 


LOUIS OCHS, JR., M.D., F.A.C.G., Moderatort 

JAMES D. RIVES, B.S., M.D., F.A.C.G. (Hon.) 
ARTHUR R. PAYZANT, M.D.{ 

WILLIAM D. DAVIS, JR., B.S., M.D.§ 
GORDON McHARDY, M.D.% 
ALTON OCHSNER, B.A., M.D., F.A.C.G. (Hon.)** 
and 
WILLIAM H. STERNBERG, A.B., M.D.tt 
New Orleans, La. 


Dr. Louis Ochs, Jr.:—It is indeed a pleasure to introduce to you this dis- 
tinguished panel, which, of course, eliminates me. 


On my extreme right is Dr. Alton Ochsner. Next is Dr. James D. Rives, and 
next is Dr. William H. Sternberg. On my left is Dr. Arthur R. Payzant, and on 
his left is Dr. Gordon McHardy, and on the extreme left is Dr. William D. 
Davis, Jr. 


Now you can refer to your program to find out any other data you want 


to know about these gentlemen. They are connected with both medical schools 
and in that way we don’t think we will get opinions to agree too much and have 
an uninteresting panel. 


This is entirely unrehearsed, I can assure you; like some of our quiz pro- 
grams, the questions may be rigged, or may have been rigged, but the answers 
certainly are not. 


Dr. McHardy has prepared an introduction to the subject, but time does 
not permit its presentation. It will, however, be published when the panel 
appears. 

We will start off this afternoon with a typical case report of a recent patient 


seen by Dr. McHardy and his associate, and we thought this would be a good 
jumping off point. We will then discuss the questions as they arise. 


*Presented before the 23rd Annual Convention of the American College of Gastro- 
enterology, New Orleans, La., 20, 21, 22 October 1958. 

tClinical Associate Professor of Medicine, Louisiana State University School of 
Medicine. 

{Professor and Head, Department of Surgery, Louisiana State University School of 
Medicine. 

{Associate Professor, Tulane University School of Medicine. 

§Assistant Professor of Clinical Medicine, Tulane University School of Medicine. 

$Clinical Professor of Medicine, Louisiana State University School of Medicine. 

°°Professor of Surgery, Tulane University School of Medicine. 

t+Professor of Pathology, Tulane University School of Medicine. 
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We feel that in the past five years we have had many papers on carcinoma 
of the stomach but we have not had a panel discussion and perhaps that would 
be in order today. That is why we have chosen this topic. 


This is the case of a 54-year old white married male who was first seen in 
the Browne-McHardy Clinic on 21 May 1958. He gave a history of epigastric 
distress of one and a half years’ duration. He stated that in the past he had 
been told that he had a nervous stomach. 


Approximately five weeks prior to being seen here, he developed cramps 
in the epigastric region which would occur every three to four hours, and were 
relieved with eructations and soda. He complained of gas and bloating. He 
denied pyrosis and sour regurgitations. He stated that the symptoms were not 
related to meals. He experienced only occasional nocturnal episodes, and stated 
that his symptomatology was worse when lying flat, than it was when lifting 
and straining. His appetite had not been good. There had been a weight loss 
of 44 pounds, from 240 to 196 pounds, in six months but he attributed this to a 
diet. 


Now I am going to skip the rest of the history, the family history, and the 
review of symptoms, and his marital history and social history because I don't 
think they are particularly relevant. He is a machine shop owner and he says 
at times his work puts him under pressure. The only thing of note in his family 
history is that his sister and his father had diabetes. None of them had stomach 
trouble. 


On physical examination, as we usually find, there is nothing of particular 
note. The man has lost weight but he doesn’t show evidence clinically of loss 
ot weight. The blood pressure is 160/90. The rest of the physical examination 
is unremarkable, no tenderness or masses in his abdomen. 


The laboratory work revealed hematocrit, 52; hemoglobin, 17.4; white count 
and differential were within normal limits. Fasting blood sugar, NPN, urinalysis, 
and stool specimen were normal. Serology, negative; blood picture, normal; 
electrocardiogram within normal limits. 


The radiological survey showed the chest was normal; gallbladder, normal; 
esophagus, normal. His stomach showed what was thought to be a large ulcer 
crater projecting off of the lesser curvature in the middle third. This was 
thought to be benign. There were no other significant findings other than some 
gastritis. The duodenum was within normal limits. 


At this point I should like to show you the x-rays so that the rest of the 
members of the panel can get a look at them and you in the audience can get 
a look at them, and then we will decide how we ought to treat the patient from 
this point. 


Dr. Payzant will show us the x-rays. 
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Dr. Arthur R. Payzant:—(Slide) There is an obvious ulcer crater on the 
lesser curvature. I did not perform this examination myself, but as we study the 
films we get the impression that the stomach, in general, is flexible and mobile. 
The ulcer projects outside of the margin of the stomach and is about the size 
of the proverbial quarter. There is no obvious infiltration or rolling of the mar- 
gins of the ulcer; spot films which I have seen demonstrate mucosal folds radi- 
ating star-like to the ulcer crater and we get the impression that the findings 
represent a benign ulcer. 


Dr. Ochs:—There are a lot of interesting points and I am sure you are 
interested in other findings, such as laboratory work-up, but we are trying to 
handle this case exactly as it was handled and we want to see if you agree with 
the way it was done. 


At this particular point should we give the man any definite diagnosis; 
should we frighten him into surgery; reassure him with medical observations; 
or on what grounds are we going to advise him? 


Without any further laboratory work, at this point I should like to ask Dr. 
Ochsner his opinion about the management of such a patient. 


Dr. Alton Ochsner:—I certainly wouldn't frighten him. 1 would reassure 
him but operate upon him. I would tell him that he is going to get well but he 
has a lesion and we don’t know what it is. It might be benign or malignant. | 
don’t think anyone can say what it is until it is out and under the microscope. 
Dr. Sternberg can tell what it is. 


Dr. Ochs:—Dr. Rives, do you go along with this? 


Dr. James D. Rives:—This was a deep penetrating ulcer with a duration of 
symptoms of one year and a half, and I think that in this case, I would have 
done the same thing that Dr. Ochsner would have done. I do not, however, 
feel that way about all gastric ulcers. With the ulcer as deep as it was, and 
with the duration of a year and a half, I would not delay. 


Dr. Ochs:—1 will not ask the other gastroenterologist on the panel how he 
would handle the case. I think we will go along and see how it develops. 


Now, with this patient it was decided to handle him medically and he was 
treated as an outpatient—another point we want to emphasize. A diagnosis was 
made of a benign gastric ulcer. That was, of course, the internist’s impression 
and the radiologist’s at that time. 


The therapy consisted of an early ulcer diet, pathilon chloride, long-acting, 
with phenobarbital, and Maalox® after meals. 


This patient was next seen in two weeks, on 5 June at which time he stated 
he was feeling much improved, and the epigastric distress had practically 


subsided. 
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His gastric analysis at this time showed no free hydrochloric acid. No 
histamine was given. A cytological smear was made which showed no malignant 
cells. 


The patient was gastroscoped. The scope was passed with ease. There was 
a large ulcer crater in the middle third of the lesser curvature. The edges 
appeared rolled, and the base was filled with a grayish exudate. No peristalsis 
was seen through the lesion. The impression was that it was a gastric ulcer— 
questionable malignancy. 


The patient was next seen 13 days later, 18 June, and at this time he 
weighed 198 pounds. He stated that he had epigastric distress only once, on 
one day, since his previous visit. A gastrointestinal series at this time showed 
the esophagus to be normal. The previously noted ulcer crater along the lesser 
curvature of the body of the stomach was again demonstrated. The ulcer on 
this examination was much smaller than when previously examined. The mu- 
cosal folds in the region of the ulcer appeared within normal limits. No definite 
evidence of malignant changes could be demonstrated by x-ray. 


The patient was next seen 13 days later, and at that time he again weighed 
198 pounds, and complained of only occasional pain when the stomach was 
empty. 

The patient was again seen 2] days later, and at that time was completely 
asymptomatic. The gastrointestinal series showed that the previously demon- 
strated ulcer along the lesser curvature could not now be demonstrated. The 
mucosal folds in the region previously showing an ulcer remained thickened; 
however, the folds were smooth and showed no gross irregularity. 


Gastroscopic examination performed on this date, 23 July, showed there was 
no evidence of ulceration. The site of the previous ulcer showed filling; the 
mucosa rolled and edematous, with small pinpoint hemorrhagic areas. The im- 
pression was healing gastric ulcer. 


The patient was next seen in a month and again stated he was doing well. 


He was seen again in another month and at that time weighed 198 pounds, 
and was again asymptomatic. His gastric analysis after histamine showed no 
free hydrochloric acid. A cytological study was done and showed no malignant 
cells. Repeated gastrointestinal series at this time showed the esophagus to be 
normal. There was no evidence of a crater demonstrated in the stomach, and 
the folds in the duodenal bulb showed minimal thickening. The conclusion was 
healing of gastric ulcer by x-ray. 


Dr. Payzant will show the brief sets of x-rays I have referred to and then 
we will discuss the case further. 


Dr. Payzant:—(Slide) Serial x-rays show the ulcer crater reducing in size 
and eventually disappearing, a normal mucosal pattern appearing in this area. 


Ne 
i 


Ochs et al—Panel Discussion on Gastric Carcinoma 499 


Dr. Ochs:—Now we come to the question. The medical men will say, “We 
knew it all the time.” This happened to be one of the cases when probably 
they were right. 


That brings up the question now, Dr. Payzant, if this were not a benign 
ulcer, would it, in your experience entirely heal radiologically? 


Dr. Payzant:—I have seen two cases in which error in diagnosis was made 
both ways. Two cases of gastric ulcer were discovered which healed under 
medical management, showing a very minimal irregularity in the final studies. 
These were operated; the one proved to be normal at operation with minimal 
scarring, the second proved to be carcinoma with widespread metastases in the 
peritoneal cavity. 


Dr. Ochs:—Dr. Davis, this wasn’t your case, but perhaps you will be able 
to tell us what red flags we should watch for in the management of such a 
patient if we decide to treat him medically. What are the early signs of carci- 
noma? What are the things we have to be very careful about clinically and 
radiologically? 

Dr. William D. Davis, Jr:—1 should like to digress from that question for 
a moment and congratulate the people who handled this case on being very 
brave people. I don’t believe I would be so brave myself. I think in the first 
place I would have hospitalized this patient early in the game so that we could 
gastroscope him at that time. I know that Dr. McHardy does do office gastros- 
copy, but we do not do so. 


Secondly, the gastric analysis was reported showing no free hydrochloric 
acid. I am quite sure then I would not have continued to treat this patient. I 
feel that a patient with a gastric ulcer and achlorhydria deserves operation. 


From that point on I think we would be in essential agreement. The ulcer 
apparently showed progressive healing. The only thing that troubles me is that 
I am not sure we are out of the woods yet. I still believe that the lesion could 
be a malignant one, that is, on the basis of the evidence that we have at present, 
and I believe I would still operate on this patient. 


Dr. Ochs:—Now we have the opinions—both surgeons agree that such a 
lesion should be handled surgically. One of the medical men feels that the 
absence of hydrochloric acid makes the gastric ulcer a surgical problem. 


Now, whether he believes it or not, I should like Dr. McHardy to try to 
defend the view that all cases of gastric ulcer with anacidity are not malignant. 
A large percentage of them perhaps are, but if we watch the patients carefully, 
and if we watch them carefully as outpatients—maybe they don’t have to be 
hospitalized—how do you feel about that, Dr. McHardy? 


Dr. Gordon McHardy:—The patient of the case report presents a thera- 
peutic problem. The election of medical management required a negative cytol- 
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ogy, and gastroscopy in addition to clinical and x-ray evaluation to permit an 
initial impression of benignancy. 


The first point at issue revolved about achlorhydria; the patient was ad- 
vised to have surgery. He was presented with the risk that he was taking. Then 
he was placed on an ambulatory ulcer regimen because he also refused hospi- 
talization. At the present time he is rather praiseworthy of the accomplishment 
to date and also of his judgment. Just exactly whether his judgment was correct 
or not will await the test of time. I agree that a gastric ulcer of 18 months’ 
duration is probably well scarred and healing is unlikely when it has ap- 
proached this size. 


Secondly, I look upon achlorhydria as a premalignant gastric status. There- 
fore, | would watch this patient even more carefully than if he had achlorhydria 
without an ulcer. Now we have a gentleman who has healed his lesion and I 
think under the circumstances we must follow through with him. 


Dr. Davis’ admonition is correct. We may not be out of the woods nor 
would we be free from danger had he a normacidity. He has a gastric ulcer 
that has healed satisfactorily, radiologically, gastroscopically and with confirma- 
tory cytological studies it is merely assumed benign. 


We all appreciate the fact that an occasional malignancy does appear to 
heal. It does so radiologically. I haven't seen one heal gastroscopically, but such 
has been reported. This patient should be watched extremely closely. 


Dr. Ochs:—Dr. Rives, if this patient had hydrochloric acid and his ulcer 
were to recur, would you necessarily feel that that was a surgical problem? Is 
recurrent gastric ulcer, if we were pretty sure it was a peptic ulcer and not a 
cancer, an indication for surgery? 


Dr. Rives:—If the patient had a recurrence after having followed satisfac- 
tory medical therapy, or even reasonably satisfactory medical therapy, I would 
consider this a chronic ulcer and the best treatment for a chronic gastric ulcer 
is a gastric resection. Malignancy is not eliminated, but even if a lesion is be- 
nign, I think that the best treatment that we have to offer him is surgery. 


Dr. Ochs:—That is what happens when you try to put words in somebody's 
mouth, The point I am trying to make is that gastric ulcers do recur, and you 
medical men—Dr. Davis, if one has a benign gastric ulcer, do you feel that such 
ulcers recur quite frequently and, if they recur, is that an indication for surgery? 


Dr. Davis:—I feel that they do recur quite frequently. Our own statistics 
are not the best because of some lack of follow-up, but they do tend to agree 
with those of Dr. Jordan, in which recurrence at the end of five years is ap- 
proximately 30 per cent. This is the same, or perhaps a little greater than for 
duodenal ulcer. 
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It is my feeling that a recurrent gastric ulcer, all other things being equal, 
is a surgical lesion; that it is dangerous to procrastinate with; that the danger 
of malignancy is considerably greater than the likelihood of malignancy in the 
initial lesion, and that it should be operated. 


Dr. Ochs:—Dr. Ochsner, will you tell us why you think all gastric ulcers, 
should be operated, or almost all of them? 


Dr. Ochsner:—I was interested in what Gordon McHardy said. He was 
lulled into a false sense of security by negative cytology and negative gastro- 
scopic findings. Negative cytology means absolutely nothing. Positive cytology 
means something, but negative cytology means nothing, and I am sure Dr. 
Sternberg will agree with that. 


I feel that the best way to treat a gastric ulcer, from the standpoint of 
ultimate cure of the patient, is to do resection, disregarding the possibility of 
cancer. Also I think anyone who treats gastric ulcer conservatively assumes the 
responsibility which is not justified. In this case, however, Gordon is relieved 
of the responsibility because the patient refused to be operated on and I believe 
this man probably has a carcinoma. I am sorry this case didn’t originate in May 
of 1948 instead of May of 1958. Then I think we would know what we were 
dealing with. 


I think many of you have heard me say that no one can tell—the roent- 
genologist, gastroscopist—the surgeon even with the abdomen open and even 
the pathologist with the resected stomach, whether or not the lesion is not 
malignant. To illustrate how difficult it is to diagnose gastric cancer, the Depart- 
ment of Pathology in Tulane University, which is a good school, for 20 years 
used, as an example of benign ulcer, a lesion that proved to be carcinoma. As a 
result of the slides being broken, more sections were cut from the same block, 
which demonstrated the presence of cancer. This illustrates how difficult it is 
to make a diagnosis of gastric cancer. I maintain that because the results from 
the treatment of gastric cancers are so bad, we finally got our own five-year 
salvage rate in all cases up to 11 per cent—resection must be done before the 
ulcerating lesion is clinically diagnosable as cancer. 


Although I believe that all gastric ulcers should be resected, | am equally 
as convinced that duodenal ulcers should be treated conservatively unless surgi- 
cal complications develop, or the patient or the ulcer is intractable. 


Dr. Ochs:—What would you do for an operation to assure the patient is 
not going to have a cancer 20 years from now? 


Dr. Ochsner:—1 was afraid you would add “to cure a gastric ulcer”, and to 
cure a gastric ulcer you don't have to do a radical resection. On three patients 
with gastric ulcers I have done ulcer operations, thinking they were benign 
ulcers. All three, however, had carcinoma and I went back and did a more 
radical resection. 
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I have operated on quite a few with gastric ulcers which could have been 
malignant and have done a radical resection. I will show three slides which 
will demonstrate what I think is a good cancer operation. I don’t think this 
operation is necessary for benign gastric ulcer. 


(Slide) In considering carcinoma, one must consider lymph node metas- 
tases, particularly around the left gastric and celiac vessels, hepatic nodes, the 
subpyloric nodes; the paraesophageal and pancreaticolienal nodes. 


(Slide) In addition to these there are series of nodes along the superior 
border of the pancreas and because of these Allison is of the opinion that to do 
a good cancer operation it is necessary to remove the pancreas as well. There 
is a limit, however, to the extent of the operation and I don’t believe that in- 
cluding the pancreas in the resection is practical. 


(Slide) The operation we do for gastric cancer, except those that involve 
the proximal half, consists of en bloc removal of the lesser omentum, the greater 
omentum, gastrocolic and gastrohepatic omenta, the first portion of the duo- 
denum, the spleen, the greater curvature up to within 6 cm. of the greater 
curvature and all the lesser curvature. We make a rectocolic anastomosis. If 
we could be certain the ulcer was benign, and I don’t think one can until micro- 
scopic sections are made, | believe a resection of 50 per cent or slightly more 
will cure the patient and so far as I know, we have never had any of our gastric 
ulcer patients so operated for ulcers develop cancer in the gastric residuum. 
Dr. Davis do you know of any? 


Dr. Davis:—Not so far as I have been able to determine, but the series is 
young yet. 


Dr. McHardy:—I want to defend cytology. I appreciate the fact that nega- 
tive cytology and negative gastroscopy may not be too valuable. It, however, 
depends on the technician in each instance. In the evaluation of a case of 
gastric carcinoma, you are not dedicating your attention to any one point, his- 
tory, gastric analysis, cytology, radiology, etc., but as a clinician, an over all 
study is made. When a patient fits the picture in every respect and the cytology 
is negative, and the gastroscopy is negative, and the technicians are capable, 
both become extremely valuable tests, more valuable on the positive side. In 
recent figures of Joseph Kirsner and his associates at the University of Chicago, 
higher diagnostic incidence of gastric carcinoma has been derived from cytology 
than from radiology, gastroscopy, or the two combined. 


One should not discount cytology unequivocably. 
Dr. Ochs:—Dr. Davis, you raised your eyebrows then. 


Dr. Davis:—I should like to make a comment about one or two things 
which Dr. Ochsner has said. Though we work at the same place, we are not 
always a hundred per cent in agreement. 
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May we have Slide No. 5, please? 


(Slide) The first comment I should like to make is that it is perfectly true 
that one cannot tell at any given instant the difference between a carcinoma of 
the stomach and an ulcer, but one can, by virtue of short serial studies, amass 
a sufficient number of points along a curve of healing to be able to differentiate 
ulcer and cancer with a high degree of accuracy. 


These are weekly x-ray studies. Here one sees a large gastric ulcer on the 
lesser curvature. Here is the lesion one week later. The roentgenologist said it 
was healed, and here it is one week later, completely gone, and here it is three 
months later, still healed. In common with Dr. McHardy, we believe that with 
restudy at short intervals in the first year, and at yearly intervals after that, one 
may, with a reasonable degree of certainty, differentiate between carcinoma 
and ulcer for that particular lesion. 


(Slide) This is a culling of a recent survey of the literature by Dworken 
and his coworkers published in the Annals of Internal Medicine in 1957, and 
one notes a high degree of accuracy and a significant number of cases. In our 
own series of 77 cases which we have followed for a median of five years, we 
feel we have missed none. One patient in the group died of carcinoma of the 
stomach. This patient had a pyloric ulcer in 1944. It was treated and it healed 
rapidly and quickly. He was perfectly well until 1954, at which time he com- 
plained of recurrent epigastric distress. He was explored and at that time had 
a carcinoma of the cardia. I believe it is not true to say this was a cancer at 
the pylorus ten years previously. 


Dr. Rives:—All of which a gastrectomy would not have prevented. 
Dr. Davis:—In this particular case | am afraid that is true. 


Now, there is one other comment | should like to make. There is a very 
interesting study by an Englishman by the name of Swinnerton, in which he 
reported 500 cases. He is a surgeon. Half of these 500 cases were treated med- 
ically and half surgically. The mortality rate at the end of five years was exactly 
the same. Six of those treated medically developed carcinoma, presumably four 
from the previous lesions. Four of those treated surgically died of carcinoma of 
the stomach. 


Dr. Ochs:—I haven't called on Dr. Sternberg yet because | am going to ask 
him four or five questions at one time, and try to preserve the continuity of the 
discussion. 


Dr. Rives:—If you are going to ask four or five questions, | want to say a 
word before you do so. I belong to the loyal opposition. | am one of those who 
believe that many, even most gastric ulcers can be cured by medical therapy 
but that there are others of longer duration that have penetrated through the 
wall of the stomach which would not respond to such treatment. Medical treat- 
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ment is all right provided the cases are carefully selected and the treatment is 
carefully controlled. 


As Dr. Davis has said you must not wait three, four or six months to decide 
whether or not the ulcer is going to heal. If it does not heal in a month or six 
weeks, I think medical treatment has failed. 


Dr. William H. Sternberg:—Dr. Rives, do you distinguish between partial 
healing and complete healing in evaluating a wait of four to six weeks? 


Dr. Rives:—I accept no qualifications of healing. It is healed or it is not 
and if it still exists after four to six weeks it is still an ulcer and could well be 
a carcinoma. 


Dr. Sternberg:—That is the point I was getting at. 


Dr. Ochs:—We would like you to comment on cytology, Dr. Sternberg, also 
on carcinoma in situ as it refers to carcinoma of the stomach. We know that 
you are an expert. You are the one who receives the slides that are hard to 
distinguish and you are consulted to tell whether a cancer is present or not. In 
most of the cases I think you can tell pretty well what you are dealing with, 
but we would like you to tell us some of the “tricks of the trade” as to how 
you pick out a lesion that shows cancer under the microscope; and—well, I will 
ask you some more questions later on. 


Dr. Sternberg:—My personal experience with gastric cytology has been very 
limited. I do not consider myself a cytologist. I believe, as a generalization, 
that cytologic studies for gastric carcinoma have, by and large, been disappoint- 
ing, compared, let us say, to uterine cancer. We deal with more difficult tech- 
nical problems and although there are a number of interesting developments in 
the field, such as the abrasive balloon or brush and the chymotrypsin lavage 
technic, which have increased accuracy, the use of gastric cytology is still 
limited. 


[ wish to emphasize what has already been said by other members of the 
panel; when one has a positive result in cytology it is of exceeding significance, 
but a negative result means nothing. It would be better to proceed as if the 
test had never been done rather than let a negative result influence our 
judgment. 


Another question concerned the pathologist's evaluation of malignancy in 
gastric lesions. This of course occurs on several levels. It occurs when Dr. 
Ochsner or Dr. Rives transfers the fresh gastrectomy specimen to the pathol- 
ogist. I don’t think it is quite correct to say that the pathologist cannot give the 
surgeon an answer on gross examination alone. In the large majority of cases, 
he can. In perhaps one of ten cases he will be uncertain even after careful 
inspection and palpation of the gross specimen. Most of these difficult \speci- 
mens will either be peptic ulcer, with or without carcinoma, or superficial 
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spreading carcinoma (which usually but not always shows ulceration). A rapid 
frozen section will sometimes find the carcinoma in the edge of what appears 
grossly as a peptic ulcer. But, as you are aware, it is possible though uncommon 
to have cancer in just one portion of the edge of an ulcer, and a single section 
may miss it. 


A frozen section which is positive is of course important. A negative one is 
not significant unless the pathologist is in a position to take multiple sections 
around the periphery of the ulcer. 


Superficial spreading carcinoma can also be easily overlooked since there 
is often no obvious gross lesion and the alteration in the mucosa may be rather 
subtle. We recently had two cases in which superficial spreading carcinoma 
was overlooked at autopsy by the pathology resident, but, which I picked up 
at the weekly gross review of autopsies. When a third similar case came along 
I was quite confident of the gross diagnosis of superficial spreading carcinoma, 
only to find when the slides were examined that, in this instance, the lesion was 
a malignant lymphoma. 


I cannot say much here on the microscopic diagnosis of carcinoma of the 
stomach other than that in experienced hands the accuracy should approach 
100 per cent. Occasional small cell infiltrating carcinomas may simulate inflam- 
matory lesions but they usually can be spotted. The assignment of a histologic 
type to a carcinoma has little clinical value and is therefore academic. 


I might comment on the interesting case that Dr. Ochsner referred to, since 
it also raises the question of carcinoma in situ. In the collection of sophomore 
pathology slides at Tulane University we had a typical example of a peptic 
ulcer which the students used for many years. When we cut additional slides 
for replacement, using the old blocks, we found a small area that appeared 
malignant. I believe this area of very atypical glands represents a carcinoma 
in situ. I also believe that its evaluation would not be too simple and that dif- 
ferent pathologists would argue about its significance. 


We have in recent years accumulated a good deal of information on carci- 
noma in situ of the cervix, because this organ is readily accessible for simple 
biopsy and also for “survey” using the conization biopsy method. We know that 
there is often an interval of five or ten years before a carcinoma in situ of the 
cervix becomes invasive. We have lamentably little information concerning 
similar lesions in the stomach in terms of frequency and duration, and it is of 
course impossible to transpose data concerning one organ to another. We have 
seen occasional lesions of carcinoma in situ at the edge of peptic ulcers. We 
assume that such lesions would eventually become invasive and probably repre- 
sent the comparatively rare examples of carcinoma developing in a peptic ulcer, 
but we have no real data on the subject. 
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Dr. Ochs:—For the moment, Dr. Davis, would you comment on the etiolog- 
ical factors of importance in carcinoma of the stomach as we recognize them 


today? 


Dr. Davis:—Do you think we have enough time for that? I think we might 
have more important things to talk about. 


Dr. Ochs:—All right, we can skip that, then. 


Dr. Ochsner, do you feel that you should ever explore a patient who has a 
negative x-ray, as, for instance, on the suspicion that maybe if you are going 
to cure a cancer of the stomach—operate on it real early and without radio- 
logical signs, or just on the suspicion that maybe it will become a cancer of 
the stomach later? 


Dr. Ochsner:—I have done it several times. The first time was on a patient 
who was Dr. Sullivan’s—-whom many of you know. I operated upon him reluc- 
tantly because this man was in his forties, perfectly well previously, and devel- 
oped anorexia severe enough to lose eight pounds of weight in a period of three 
or four weeks. All findings were normal, gastric acidity, gastroscopic examina- 
tion, and x-rays. Dr. Sullivan contended the man had carcinoma. At operation 
he had a small carcinoma and I resected his stomach. He has remained well. 


I think rarely is one justified in operating upon patients for symptoms only. 
So far we have never operated upon a person with symptoms only and found 
nothing. We have operated upon people with lesions that we thought might be 
cancer, that proved not to be cancer. I would not condone an unnecessary 
surgical operation, but if I were such an individual who, as I said, had no 
previous gastric symptoms and developed anorexia severe enough to cause 
weight loss of ten or more pounds within a short period of time, and even 
though all findings were negative, I would insist upon being operated upon. 
After the operation if my surgeon said that the operation had been unnecessary 
because no cancer was found, I would be very pleased. If, however, he found 
a cancer which he resected, | would be equally pleased, so I believe such a 
patient has everything to gain and nothing to lose by being operated upon. 


Dr. Ochs:—Was an adequate operation performed in such a stomach? 


Dr. Ochsner:—I have done it in four patients and in all of these we could 
feel the lesion. It comes back to adequate exploration. I have had no difficulty 
in finding a malignant lesion, but when I have had difficulty finding the lesion 
is when there is a small bleeding benign mucosal ulcer. In such cases explora- 
tion frequently yields nothing. 


Dr. Ochs:—Dr. Rives, how far should we go with surgery when we operate 
on cancer of the stomach if we find we have metastases? What is your opinion 
as to how much we should take out, or have we gone too far in some cases, or 
shall we keep on cutting extensively? 
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Dr. Rives:—Many years ago this was well stated by W. J. Mayo in a dis- 
cussion of obstructive lesions. He said that gastroenterostomy made the patient 
live longer and suffer more. If a cancer is found in the stomach, no matter how 
extensive the lymphatic metastasis may be, if it is possible to remove the pri- 
mary lesion, I think it should be done. This is one of our best palliative pro- 
cedures. We don't cure many cases of carcinoma of the stomach but we can 
produce good palliation in a high proportion when all gross evidence of the 
primary lesion can be removed. This is also true in some cases in which, while 
there is no gross evidence, the pathologist finds cancer at both ends of the re- 
sected specimen. | have had such a patient go a year without any symptoms 
related to the cancer and then die of recurrence in a short time. 


I also had one patient who lived for eight years, during 7 of which she 
was in good health, only to die of cancer within six months after the first 


evidence of recurrence. 


We have the classic case of Balfour who resected carcinoma of the stomach 
in a patient who had a solitary mass in the liver. Many of our surgeons would 
now resect such a lesion. This patient lived 24 years and died of metastatic 
carcinoma of the liver. 


This is a very fine thing for the fortunate individual who survives tor a 
long time. If you leave the cancer in and bypass it or if you do nothing and 
try to treat it by medical means, it inevitably ulcerates. The lesion becomes 
infected, sloughs and bleeds and the patient lives a very miserable life during 
his few remaining days. | had the misfortunte to see many such cases in my 
early days before | adopted the more radical attack that | now follow. 


Dr. Ochs:—Dr. Sternberg, would you like to show histological slides and 
give us your idea of what you can predict as to the prognosis of cancer of the 
stomach? 


Dr. Sternberg:—1 don't think I will show you histologic slides, first because 
they would probably bore you and secondly, because the histologic variations 
among stomach carcinomas, though academically interesting. mean almost 
nothing clinically. 


What is more important prognostically is the gross pattern of growth which 
reflects the natural history of the carcinoma. How has it been growing? Has it 
been growing predominantly as a fungating mass into the lumen? Or has it 
been penetrating into the wall? Has it been spreading superficially in the mu 
cosa or submucosa or has it been infiltrating widely and diffusely into the 
wall? How far has it extended and has it reached the serosa? Such gross on 
geographic considerations are much more important clinically than are the 
histologic types. 

If the lymph nodes are involved by metastases the prognosis is of course 
much graver regardless of the size of the primary lesion. Unfortunately most 
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operated cases do have lymph node metastases. In fact most of the cases that 
are treated are really terminal. There is good evidence to suggest that stomach 
carcinoma in general is a slowly growing lesion,—such evidence as the fairly 
long survival of patients with resections in which tumor is known to be left 
behind. Why are the over all survival statistics so discouraging? Because the 
large bulk of the cases come to treatment late in the disease. 


This also explains the paradox of a high diagnostic accuracy by x-ray (over 
90 per cent) and a low surgical cure rate. The high batting average of roent- 
genologists, with due respect for their diagnostic skill, comes at least in part 
from the fact that they are examining, for the most part, advanced gastric 
carcinomas; not necessarily with widespread distant metastases, but late in the 
course of the disease, and late for curative resection. 


In these slides I would like to show some of the gross appearances of 
stomach cancer. 

(Slide) This is a rather typical fungating or polypoid lesion, the type that 
grows predominantly into the lumen, Though often bulky the lesion may be 
fairly well circumscribed, and penetration deep in the wall may be rather late. 
Consequently such a lesion may not have as rapid a course as the diffusely 
infiltrating carcinomas. 


As you can see there is considerable irregular ulceration of the fungating 
mass. 


(Slide) This, on the other hand, is a penetrating carcinoma in which peptic 
ulceration of its center is marked. The lesion looks like a peptic ulcer but the 
carcinomatous character is quite evident from the thickened elevated rim. Such 
penetrating carcinomas may be fairly localized, without widespread infiltration 
laterally in the stomach wall, and as such may have a somewhat better 
prognosis. 


(Slide) Here we have a lesion which is more difficult to diagnose grossly. 
The lesion is a large ulcer and could exsily be a chronic peptic ulcer. Most of 
the characteristics of a peptic ulcer are present. The borders are not elevated 
and the rugae radiate toward the ulcer, although, as you see, they stop some- 
what short of the crater edge. | don't think a pathologist could be sure of the 
diagnosis on gross examination alone. Microscopic slides showed that the lesion 
was a Carcinoma. 


Lesions such as this and the previous slide are the ones most likely to be 
confused clinically and roentgenologically with peptic ulcer. Considering the 
dismal statistics of gastric carcinoma, it is at least encouraging that those carci- 
nomas, which are most difficult to differentiate from peptic ulcers on clinical 
grounds, have a far better outlook for cure, than do frank carcinomas. It also 
argues for early exploration in these clinically ambiguous cases, precisely be- 
cause the prognosis is better for this group of cancers. 
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(Slide) This is a diffusely infiltrating variety of carcinoma, virtually a 
linitis plastica. The wall is enormously thickened by carcinoma but without a 
localized tumor mass. The spleen is adherent to the stomach and the tumor 
extends into it. This diffusely infiltrating carcinoma invariably has widespread 
lymphatic and distant dissemination and of course the prognosis is hopeless. 


(Slide) This is an example of superficial spreading carcinoma, another type 
ot lesion in which the clinical diagnosis is likely to be peptic ulcer. It is com- 
monly associated with ulceration, often superficial, as can be seen here. There 
is no distinct tumor mass and the neoplasm may smooth out the mucosal folds 
or sometimes thicken them. Often the gross alteration, as in this case, is slight. 
The lesion may be limited to the mucous membrane or extend deeper. When 
limited by the muscularis mucosa it is still not properly speaking carcinoma 
in situ, since it is invasive at least into the stroma of the tunica propria and not 
confined to pre-existing gland structures. By and large this form of stomach 
cancer has a slow course and is often found betore lymph node metastases are 
present. 


(Slide) This lesion resembles that in the previous case. | was quite confi, 
dent that it was a superficial spreading carcinoma until | saw the slides which 
showed a malignant lymphoma of the small cell lymphocytic variety. There is 
some consolation in finding a malignant lymphoma of the stomach where a 
carcinoma was expected. The lymphomas are often localized and a significant 
number of cures are obtained by surgery, irradiation or both. 


(Slide) This ulcerating lesion suggests a carcinoma but turned out to be 
large leiomyoma, histologically and clinically benign. It is not a leiomyosarcoma 
although histologic: ally the distinction is not always easy. Some benign smooth 
muscle tumors look ominous microscopically and, conversely, some tumors 
which are not too worrisome on histologic examination may unpredictably 
metastasize. 


(Slide) Here is a very striking example of gastric polyposis. This is un- 
questionably a premalignant lesion. Certainly with gastric adenomas as numer- 
ous as this, carcinoma is virtually inevitable, and multiple sections might show 
more than one invasive lesion in such a stomach. In this case the antrum. is 
predominantly involved and partial resection would be a simple matter. 


This stomach (Slide) shows smaller adenomas but they are more widely 
distributed from pylorus to cardia. Prophylactic resection short of a total gas- 
trectomy would be difficult here. Perhaps Dr. Ochsner or Dr. Rives would like 
to comment on how to handle this. 


(Slide) Finally, we have an example of hypertrophic gastritis. Its relation- 
ship to gastric carcinoma is a controversial subject. As with gastric polyposis 
hypertrophic gastritis is commonly associated with hypochlorhydria. Strode has 


pointed out that hypertrophic gastritis is common among Japanese, an ethnic 
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group with a high incidence of gastric carcinoma. Is the relationship causal or 
indirect? Such studies in geographic pathology now being pursued may shed 
light on the etiology of stomach cancer. 


Dr. Ochs:—We have several questions which we are going to try to answer. 
If there are any other questions and you would like to send them up, please 
do so, 


I should like to ask Dr. Rives if he thinks that all ruptured gastric ulcers 
ought to be biopsied at operation. 


Dr. Rives:—Yes, | think so, It is true that benign lesions perforate more 
often than malignant ones, but that does not eliminate the possibility that any 
perforation may be a gastric carcinoma and, if it is, if we are to have any hope 
at all of cure, we must attack it aggressively at the time. I think if we wait until 
a subsequent time to resect it, we are likely to miss what small opportunity we 
might have had for cure. 


I recognize the fact, however, that after we have resected and submitted 
the section to the pathologist, he is in a very bad spot. He has to use frozen 
sections which are not entirely reliable and unless we give him the entire ulcer, 
which in some instances is not practicable, he may not have a_ satisfactory 
specimen. Therefore, while | do believe that we should biopsy these lesions, 
we should not depend completely upon the results. 


| should say in addition, however, that if the patient’s condition will per- 
mit, the biopsy should consist of the distal four-fifths of the stomach. 


Would you like for Dr. Ochsner to say what he thinks? 


Dr. Ochsner:—L agree with what you say, Jimmy, as long as you insist on 
biopsy of four-fifths of the stomach. 


| don't believe | would do a biopsy on a patient with a perforated gastric 
ulcer. If | did, as Dr. Rives just said, | would prefer to resect at the time, if 
the patient were in good enough shape, and many of them are. If I couldn't, 
and the ulcer was such that we could excise the entire ulcer, | would prefer 
that. If 1 couldn't do that, | would cover the ulcer with omentum, with a plan 
of going back later and resecting it. 


| would hate to rely upon biopsy because as I said a moment ago about 
negative cytology; any examination that is negative is of no value. 


Dr. Rives:—1 feel the same way about biopsy. I do not expect a pathologist 
to commit himself finally on frozen sections. Any perforated or bleeding gastric 
ulcer calls for gastrectomy. The only question is whether or not the patient is 
in condition for such an operation at the time of the first operation. I have done 
a gastric resection for a giant ulcer which was bleeding furiously from the 
eroded splenic artery in a patient who had a large abdominal aneurysm. He 
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survived the operation and died three days later from complete heart block. 
I still feel very much put out about this. | do not think he treated me fairly 
because I had worked very hard to make him a remnant of stomach out of the 
bits and pieces remaining after the resection. 


Dr. Ochs:—There are two questions | should like to have you answer, Dr. 
Ochsner, which have been sent up, and one is, as you are a member of the 
Executive Committee of the American Cancer Society, what is the status of 
Krebiozen? Should we use it and what is the American Cancer Society doing 
about it? The newspapers have said it would be given another trial. 


Dr. Ochsner:—A great deal of pressure has been brought on the American 
Cancer Society to make an investigation but unfortunately the people who con- 
trol Krebiozen want to control the investigation. | know Ivy very well. 1 knew 
him before he graduated from medicine, and | have the highe st regard for him. 
The statement was made about him that he controlled everything so well that 
he sent two of his four sons to Sunday School and used the other two as con- 
trols. (Laughter) But for some reason or other, he apparently had no judgment 
about Krebiozen. When it became available, Ivy wrote to me, because we are 
old friends, and asked me if | would come and see this original report. Unfor- 
tunately, I could not go. | heard the stories about how it was done with Klieg 
lights and a lot of fanfare, which distressed many people, including myself. 


[ said it wasn’t Ivy but somebody else. It wasn't like him. He sent us some 
material which we used in 25 patients, all with proved cancer, but none of 
them knowing what they were getting, and not one was benefited either sub- 
jectively or objectively. 


I don't believe it is of anv value whatsoever. We were one of, LT think, 20 


institutions to which this product was sent, and the report was the same in all. 


Now, unfortunately, when one gives any type of medication and promises 
a cure, the individual is going to be subjectively improved. 


Dr. Graham told the story of operating upon a doctor from Chicago for a 
cancer of the lung. Dr. Graham told the patient that he had a perfectly hopeless 
lesion and he couldn't take it out. Several weeks later the doctor called Dr. 
Graham and said, “Why don't you try Krebiozen?” 


Dr. Graham said, “By all means. Go ahead.” 


He called him at weekly intervals for four or five weeks and each week he 
was better, until the sixth week, when he was dead. He died of improvements 


It was simply a psychic boost. He was going to be cured, he thought, and 
of course that did something for him. 


There is only one reason I can explain Ivy's doing what he has done. He is 
not a clinician. He has worked all his life with laboratory animals, and he is 
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not used to dealing with the psyche, and, for the first time, he has come across 
what is a tremendous factor, and the answer is he was deluded into believing 
something which actually isn’t true. 


Ochs:—Dr. Davis, would you like to make a statement about chemo- 
therapy in the treatment of cancer of the stomach? 


Dr. Davis:—Our experience with it to date has all been bad. In the early 
days we treated a considerable series with nitrogen mustard, and so far as | 
know, we got no really good objective evidence of improvement. In addition 
to that, nitrogen mustard can be actually dangerous in causing sudden destruc- 
tion of a large gastrointestinal lesion. It can produce such intense necrosis that 
perforation may result, so the present indication is, so far as cancer of the 
stomach is concerned, that the results with it are not good. It should, however, 
be noted that other chemotherapeutic agents than mustard are presently under 
study and that some of these may be promising. 


Dr. Ochs:—Now 1 will ask Dr. Payzant, do you know when to advise con- 
servative therapy and not surgery? | mean, when to stick to medical manage- 
ment on a trial basis? 


We have the greatest admiration for the radiologist, and we feel that most 


of the time he can give us pretty accurate diagnoses as to this whole question 


of whether an ulcer is malignant or benign. We are going to ask him also to 
comment on size and position of ulcers and so many of the things which here- 
tofore we were afraid of and today we are not particularly afraid of. | am not 
trying to sway the opinion—I can't sway the opinion—of the surgeons. They have 
a different philosophy, but I think Dr. Payzant makes us brave at times if we 
postpone our approach and feel we are not treading on dangerous ground. 


I should like to have him give us an estimate of his personal experience as 
far as accuracy in diagnosis goes. 


Dr. Payzant:—1 asked Dr. Ochs for an opportunity to make these remarks 
because I felt that we have been stressing the surgical aspects so far, and | 
thought we should consider aspects of medical treatment. 


We see a fairly large number of gastric ulcers which pass through our 
hands that are referred by various clinicians and which heal satisfactorily. 
we try to classify the type of ulcer which is discovered on gastrointestinal series 
we can approach the matter a little more intelligently. Voluntarily or involun- 
tarily, when we see an ulcer, we all immediately classify the ulcer as obviously 
malignant, obviously benign, or indeterminate. If the ulcer is large, irregular in 
outline, with considerable distortion of mucosal folds, has a large mass associ- 
ated with it, and an intraluminal filling defect, we classify it as malignant and 
the case is referred for surgery. If it exhibits signs of benignancy, however, it 
is managed medically. The lesser curvature ulcer in the mid portion of the 
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stomach, which projects from the margins of the stomach, which contains a 
fluid level, and has no evidence of infiltration at its margins, is considered 
benign. The ulcer which is flat or conical, however, which has rolled margins 


suggestive of either edema or infiltration, we do not know which, is considered 
indeterminate. This type is studied carefully, treated under a rigidly controlled 
regime, and if there is not a prompt response to treatment, should be operated 


at once. Any ulcer which does not heal completely after an appropriate period 
of therapy should be operated. 


In general, the incidence of carcinoma of the stomach is low. The number 
of cases seen at our hospital over the past year is very low compared with the 
total number of ulcers seen. In general, the accuracy of diagnosis is quite high, 
ranging from 80 to 95 per cent in the literature, depending upon which paper 
you read. 


I should like to ask the surgeons if, after balancing up the morbidity and 
mortality figures of surgery on the one hand, against the error in radiological 
diagnosis on the other hand, if we do not come up with about the same results 
in the end? 


Dr. Ochs:—The panel started about ten minutes late, but Dr. Ochsner has 
to catch a plane, and I am going to ask him one more question and then he will 
be excused and the panel will continue for about ten minutes more. 


Dr. Ochsner, I want to ask you this question, if not, before you get out of 
the hall, somebody is going to stop you and ask it. Do you feel smoking has 
anything to do with cancer of the stomach, that is the production of it? 


Dr. Ochsner:—There is some evidence that it does. The study by Hammond 
and Horn showed there was an increased incidence of cancer of the stomach 
as well as cancer of the lung among cigarette smokers as compared with the 
general population as a whole. 


1 think one might imagine the carcinogen responsible for cancer of the 
lung could be swallowed and could act as a carcinogenic agent of the stomach. 


Dr. McHardy:—| do not believe it has. The deaths from gastric cancer of 
approximately ten years ago in the United States were 30 per 100,000, and they 
have dropped to 16, approximately, per 100,000, showing the diminution in 
incidence. 


In this State of Louisiana, in the Negro race, the death rate from gastric 
cancer is 20.8 in 883,000; gastric carcinoma in the white, 12.3 in 1,768,000. This 
may be something peculiar to this area, and perhaps it has something to do 
with the fact that the Negro in this area likes to cook with the so-called iron 
kettle and superheated fat. | don’t know whether superheated fat is a plausible 
contributing factor; smoking is not. 
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Dr. Ochs:—1 know one thing, they have never been able to prove that 
alcohol produced it. 


| wanted Dr. Davis to take a minute on the discussion of the pathogenesis 
of carcinoma of the stomach, but 1 thought we would not have time. I will now 
ask him to rapidly discuss it—-I have a couple of questions on this problem— 
give us the important points that come to your mind. 


Dr. Davis:—It we can have Slide 2 and follow it with Slide 3, 1 think that 
will give us about as quick a bird’s-eye view as we can get. 


(Slide) There is no question but that there is a definite geographical 
etiologic factor, for instance in Japan, Finland, and Iceland, the incidence is 
quite high as opposed to most of the rest of the world. Interestingly enough, it 
is about twice as frequent in the Northern United States as in the Southern 
United States. 


There are some other factors, poorly understood, but which seem to be 
associated with the soil type. Holland shows that in places where sea clay and 
peat soil are prevalent, as opposed to river clay soil, there is a much mene 
incidence of cancer of the stomach. Economic status has been implicated i 
England where the poorer people tend to have cancer of the stomach more 
frequently than better income groups. 


Occupation has a positive correlation—iron dust, cotton and wool workers. 
grain dust, and silica dust—with increased incidence of carcinoma of the 
stomach. 


(Slide) Also there is pretty good evidence that there is a familial occur- 
rence. Whether this represents an actual hereditary trend, or vertical transmis- 
sion of an etiologic agent, a virus, or some unknown agent, remains to be 
demonstrated. 


Specific factors which have been discussed include the ingestion of hot 
foods. Ivy has shown that 10 per cent of people can ingest foods hot enough 
to produce chronic gastritis and gross hypertrophic gastritis. Dr. McHardy has 
mentioned overheated fats as possible causative agents. There seems to be a 
low grade carcinogen in fats heated over 250° F., and Ivy raises the question 
whether the decrease in incidence might be related to the fact that we cook 
our foods at lower temperature and for shorter lengths of time than in former 
years. 


Then, as to food dyes, carcinomas have been produced subcutaneously by 
injections of these dyes, as occasionally have been adenomas and neoplasms 
of the stomach in experimental animals, and the same is true for carcinogenic 
hydrocarbons. 


A most important factor is the relation of mucosal atrophy and cancer in 
pernicious anemia, atrophic gastritis, and achlorhydria, and also important is 
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the possible transformation of polyps and perhaps of gastric ulcer. There seems 
to be no question that in a certain number of instances these lesions may be 
etiologic in the production of cancer of the stomach. 


Louis, I think this leads to a discussion of an earlier diagnosis and 
prophylaxis. 


Dr. Ochs:—Do you want to comment on that? 
Dr. Davis:—1 should like to do so. 


It has been pretty well demonstrated, | think, by a number of groups, that 
early, small cancers are subject to a much higher cure rate than the general 
run of cancers of the stomach. 


The University of Minnesota has been doing extremely interesting follow- 
up in these groups. | wrote to Dr. Rigler, and he told me in the patients who 
have achlorhydria there is an increased incidence in the ratio of 6 to L over the 
general population. He has picked up a considerable number of cancers in this 
group. | think his series now numbers about 50. These patients, in contra- 
distinction to the usual 40 per cent resectability, are 75 to 90 per cent resectable: 
50 per cent of them have no lymph nodes, and to date 33 per cent of the whole 


group—not of those without lymph nodes metastases, but of the whole group 


are living and well more than five years after operation. So, | think it behooves 
us to redouble our efforts in surveying these groups of premalignancy or pos 
sibly precursors of carcinoma, with the idea of in that way improving the 
salvage rates until we really are able to solve the cancer mystery. 


Dr. Ochs:—Dr. Rives has had an experience with a giant ulcer which. is 
worthy of discussion now. 


Dr. Rives:—It is the privilege of the panelist to invite a question so that 
he can answer it. 


There is one comment that should be made here which is only vaguely 
related to the question. We speak glibly of what radiology can do in diagnosis. 
Radiology can't do anything in diagnosis but radiologists can do a great deal. 
Much of our poor diagnostic record in gastric lesions is due to the fact that 
radiology was done by men who were neither energetic nor highly competent. 
The amateur radiologist is more dangerous than a mad dog when he deals with 
malignant diseases of the gastrointestinal tract. We must bear in mind that 
when we get good results such as Dr. Payzant has reported, it is not radiology 
that is responsible it is Dr. Payzant and his staff. Mi iny radiologists have com 
parable skill, but the habit that some physicians and surgeons have of doing 
their own radiology, is a very dangerous thing in the field of diagnosis. 


[ want to mention the fact that it has been commonly said and believed 
tor many years, due to early work reported by Eusterman and his associates at 
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the Mayo Clinic, that there is a very high incidence of carcinoma in lesions 2% 
cm. or more in diameter. This idea has been responsible for many errors in 
diagnosis and it should be corrected. It is true that large lesions are more likely 
to be malignant than are small ones but most of these large lesions are quite 
obviously malignant and offer no problem in diagnosis. The only lesions that 
offer difficulty are the ones that look like ulcers. The question is whether or 
not this ulcer is a malignant one. Doctor Isidore Cohn, Jr., in our de »partment, 
has become interested in this problem as a result of some of his experiences as 
well as some of mine. In a series of 48 cases of giant ulcers taken from the 
records of Charity Hospital, only eight proved to be malignant. 


The mere fact that an ulcer is very large does not indicate that it is malig- 
nani. Walters reports that 75 per cent of the gastric ulcers observed at the Mayo 
Clinic are malignant whereas Cohn finds that less than 4 of them are. We 
helieve that this is due to the fact that Cohn has considered only those ulcers 
that showed none of the usual radiographic characteristics of malignancy. 
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CANCER OF THE PANCREAS*® 


DONALD E. ROSS, M.D., F.A.C.S., F.A.C.G. 


Los Angeles, Calif. 


The surgical treatment of cancer of the head and body of the pancreas 
presents a lamentable contrast to the epical advances in other fields. At the time 
of surgery, it is usual to find metastasis in 50 per cent of cases and of the total 
number, only 5 to 7 per cent are resectable with any hope of cure. The prog- 
nosis is so bad that very few 5-year cures are recorded. In spite of the dismal 
outlook, the author feels that progress can be obtained. 


In a personal experience of 48 operative resections, the author has two 
7-vear cures without any signs of recurrence. It will be necessary to make the 
profession more aware of the possible presence of cancer of the pancreas. 
Earlier explorations in patients would be fruitful. Diagnostic methods should 
be fully utilized and further research on new technics should be instigated. The 
scope of the operation must be enlarged and greater attention paid to the 
prevention of operative mortality. 


DIAGNOSIS 


Pain is a prominent feature in over 66 per cent of cancers of the head of 
the pancreas. Often in the absence of positive x-ray studies, the patient is con- 
sidered to be neurasthenic. Earlier surgical exploration is urged. 


Jaundice, when present, should alert the surgeon to the possibility of 
cancer. Earlier exploration is again urged. 


Mild indigestion, pain and loss of weight when there is also some enlarge- 
ment of the liver is suggestive of cancer. 


X-ray studies have not been helpful. When they are suggestive, the tumor 
has reached an advanced state. 


Laboratory studies have been disappointing. The author, however, urges 
the more frequent use of “duodenal drainage”. If blood is found in the duo- 
denal drainage it usually signifies the presence of cancer. A positive Papanicolau 
test has been seen in a few cases. The normal pancreas yields a sudden in- 
creased flow of pancreatic juice with its enzymes following an injection of secre- 
tin into the arm. In cancer cases there is usually an early obstruction of the 
ducts, so that the duodenum contains no pancreatic enzymes. Stimulation by 
the injection of secretin does not yield an increased amount. Recently a new 
test’ has been found for the estimation of trypsin in the blood stream. Those 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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working on this research find that trypsin is elevated in the blood by obstruc- 
tion of the bile duct by stone, pancreatitis and other conditions. There is, how- 
ever, a much higher le vel obtained when cancer of the pancreas is present. The 
levels may rise to 450 units or even higher. The significance of this test can be 
evaluated. only after further use since trypsin is also elevated by pancreatitis. 


The diagnosis at the time of surgery is often difficult. Chronic pancreatitis 
is often present and the firmness mimics cancer. Two such cases were mistaken 
for cancer and the pancreas was removed. Both of these survived the operation 
and are quite well. The chronic pain from which they suffered is entirely re- 
lieved giving us two grateful patients. Usually there is a definite tumor which 
is more easily diagnosed. The pancreatic ducts are often seen to be enlarged 
indicating blockage from a cancer. The bile ducts are also distended. These 


Fig. 1—Photograph of the original tumor in the head of the pancreas. It may be noted that 
the tumor is relatively small and well circumscribed. A secondary tumor was found 
in the tail of the pancreas. (From Ross, D. E.; Am. J. Surg., 87:20-33, 1954). 


findings, plus a dilated gallbladder in the absence of calculi usually signify 
cancer of the pancreas. 


Biopsies at the time of surgery are practically never performed by us. They 
are often uncertain and unsatisfactory. It is most important not to spill any 
cancer Cells into the abdominal cavity where they would implant and destroy 
any chance of survival. 


The diagnosis of resectability is most important. Many will regard the size 
of the tumor as important. The author does not completely agree as one of the 
cases of 7-year survival was a large tumor. Sometimes the tumor is not an 
adenocarcinoma, and consists of tissues which are more benign. If the tumor 
has involved the root of the mesentery, the superior mesenteric artery and vein 
or has extended posteriorly, it is obviously inoperable. No good can be accom- 
plished by surgery if the liver contains metastatic nodules. 
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ENLARGING THE SCOPE OF SURGERY 


The necessity for encompassing a wider field in the technic of pancreatec- 
tomy will be obvious when we consider the manner in which spread of cancer 
occurs. 


Direct extension occurs up the common bile duct by infiltration through 
the walls or by the periductal lymph channnels or along the nerves in the 
perineural lymphatics. In the older operations, the bile ducts were often sev- 
ered too close to the pancreas and microscopic examination demonstrated 
cancer tissue in the cut ends. 


The pancreatic ducts are usually distended with pancreatic juices. This 
Huid often contains cancer cells. These were demonstrated in three of the last 
four cases by the Papanicolau stain. In the older operation of partial pancre- 


Fig. 2—A secondary nodule taken from the tail of the pancreas is illustrated. The section 
shows a background of fibrous connective tissues. In the central portion are several 
irregular groups of epithelial tumor cells which are present within glandular forma- 
tion. This was undoubtedly caused by implantation from cancer cells in the pancre- 
atic juices. (From Ross, D. E.: Am. J. Surg., 87:20-33, 1954) 


atectomy, the body of the gland is divided. The pent-up fluid carrying the 
cancer cells, squirts into the abdominal cavity where implantation occurs. Also, 


cancer cells within the ducts may be carried to any portion of the pancreas and 


secondary tumor may develop. In two of our cases a secondary tumor had de- 
veloped in the tail of the pancreas by implantation. Another secondary tumor 
in the tail was seen to occur in a lymph space. A partial “hina. would 
not have removed these secondary growths (Figs. 1 and : 


Perineural invasion and spread is an important feature in pancreatic carci- 
noma. The coeliac plexus sends nerves down along the bile ducts and also 
along the superior mesenteric artery directly to the head of the pancreas 


(Fig. 3). 
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The lymph drainage area is quite extensive. The glands along the bile ducts 
were often not removed in the older operations. Lymphatic glands likely to be 
involved extend behind the duodenum, along the hepatic artery, the lesser and 
greater curvatures of the stomach, along the pancreas right out to the hilus of 
the spleen, and also into the great omentum. 


The operation should, therefore, be enlarged in scope to encompass this 
wide area of lymphatic spread and the perineural invasion. 
OPERATIVE TECHNIC 


To overcome the above deficiencies, the author recommends the perform- 
ance of total pancreatectomy. The steps in the operative technic are as follows 
(Figs. 4 and 5): 


Fig. 3—Photomicrograph showing a cross-section of a nerve fiber surrounded by a lymph 
space in which there are cancer extensions. 


A large elliptical transverse incision. 
2. Careful examination for diagnosis and to determine operability. 
3. The great omentum is stripped off the transverse colon and left attached 
to the greater curvature of the stomach. 


4. The superior mesenteric vein is dissected up to the pancreas and sepa- 
rated from the under surface of the gland. 


5. The gallbladder is stripped from its bed and the common hepatic duct 
is divided just above the entrance of the cystic duct. It is noted that the gall- 
bladder, common duct and adjacent lymph nodes are left attached by continuity 
to the pancreas. 


6. The right gastric artery is now divided and ligated. 
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7. Dissection along the hepatic artery exposes the gastroduodenal artery. 
This is divided and ligated. 


8. As the tissues are retracted, the portal vein comes into view, posterior 
to the gastroduodenal artery. It is dissected and freed from the deep surface 
of the neck of the pancreas. 

9. Dissection on the right side of the duodenum is now continued around 
the second and third portions of this bowel. Great care and delicacy is used in 
freeing the duodenum and pancreas from the superior mesenteric vessels. 


10. The bowel is now divided at the junction of the duodenum and 
jejunum. 


4 al 


Fig. 4—This illustrates the last step of the operation. The various tissues removed are shown 
These are the gallbladder, the common duct, the duodenum, all of the pancreas, 
two-thirds of the stomach with the greater omentum attached and also the spleen 


ll. The right side of the duodenum and pancreas are now elevated and 
dissected free from the posterior abdominal structures. Care is taken not. to 
injure the superior mesenteric vessels, portal vein and the inferior vena cava. 


12. As this dissection proceeds, the splenic vein comes into view. It is 
doubly ligated and divided, 


13. The hepatic artery is separated from the upper part of the pancreas. 
All areolar tissue and glands are stripped off as dissection continues to the 
coeliac axis. 


14. The splenic artery is seen coming off the coeliac axis and is doubly 
ligated and divided. 
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15. The left gastric artery is now ligated near its origin. All areolar tissue 


with lymph nodes is left hanging onto the left gastric artery to be removed with 
the specimen. 


16. The lesser curvature of the stomach as well as the fundus is now 
cleared of areolar tissue and nodes. 


17. The spleen is now brought out of its bed. This with the tail of the 
pancreas is stripped off the posterior abdominal wall. At this point, the left 
mesenteric vein is ligated and divided. 

18. The whole mass to be removed is now brought out onto the lower 
chest. 


19. The jejunum is mobilized and the open or upper end is brought up 
anterior to the colon. An anastomosis to the common hepatic duct is made 
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SUTURE OF TRANSY. 


COLON TO POST 
PARIETAL PERITONEUM 


HEPATIC DUCT ANASTOMOSED TO pry 
Fig. 5 


The finished operation, The anastomosis has been completed between the common 
hepatic duct and the jejunum. / 


A partial gastrectomy has been performed anastomos 
ing the stomach to the jejunal loop. T 


Ihe transverse colon is tacked to any available 


tissue and covers over the raw areas from which the pancreas and 


other tissues 
have been removed. 
20. A high | 


complished. 


21. The transverse colon is tacked up to any available tissues 
its mesentery, effectively covers the raw area from which all 
removed. 


gastrectomy is performed and an anterior anastomosis is ac- 


This, with 
the tissue was 


SPECIAL PoINtTs IN TECHNIC 
1. The jejunal loop should be of sufficient length to avoid tension. It is 
most important to have the stomach anastomosis lowest on the bowel loop. This 


prevents regurgitation into the hepatic ducts and is a safeguard against stomach 
ulcers. 
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2. Hemorrhage during surgery may be a serious complication. The veins 
are very delicate. Traction on any tributary may tear a hole in the portal vein. 
Blunt dissection must never be done. A single suture on the wide short gastro- 
duodenal artery is not sufficient. Dividing it at an angle and suturing it is safer 
than ligating since a ligature may cut through even as late as several weeks 
after the operation. Silk sutures and ligatures are recommended. 


3. In performing the bile duct anastomosis great care is needed to obtain 


accurate mucosa-to-mucosa approximation. Otherwise, the irritative effect of 
bile may cause fibrosis and later stenosis. 


OPERATIVE MORTALITY 


In many hospitals the operative mortality with the Whipple operation has 
been as high as 50 per cent. In the best hands the operative mortality is now 
about 12 per cent. The surgeon is often encouraged by a series with low mor- 
tality. Then suddenly several cases may die as a direct result of surgery. The 
causes of these are many, including shock, hemorrhage, cardiac arrest, pneu- 
monia and embolus. Of particular interest are cases of so-called liver deaths 
where the patient dies with a high fever. It is our conviction that where obstruc- 
tion to the bile ducts occurs there is always a depression of liver function. The 
usual laboratory tests are not reliable in estimating the degree of liver damage. 
Recently we have been using the tagged Rose Bengal test for liver function. In 
our most recent case, the retention of the dye was 72 per cent indicating marked 
liver dysfunction. After the gallbladder was drained, the test improved to 60 
per cent, almost approaching the normal (40 to 50 per cent). Bile flow for four 
days was depressed and then reached 650 c.c. per day. The patient drank his 
own bile in Coca-Cola. Pancreatin was given and also a high protein diet. 
Following the second operation, the patient made a good recovery. It is our 
conviction now that if the operation is performed in two stages, the operative 
mortality will be greatly lowered. A simple exterior drainage of the gallbladder 
would rehabilitate the patient without disarranging the anatomy. This is fol- 
lowed in 10 days by the radical complete pancreatectomy. 


COMMENT 


A sufficient number of total pancreatectomies have been performed in man, 
and have been followed a sufficient length of time, that we may now decide 
conclusively that life and health are possible. 


A marked sensitization to insulin is present. This requires extreme care for 
a time but usually this tendency lessens gradually. One of our patients died of 
insulin shock two years postoperative. Autopsy revealed no recurrence. It is, 
therefore, most important to teach all the details of insulin therapy. Usually the 
amount of insulin required is from 40 to 50 units per day. 
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The patients are reasonably well nourished although it is difficult to gain 
weight. Whipple? demonstrated that the succus entericus was able to digest 
about 80 per cent of the ingested fats. Pancreatin is given as an adjunct to 
digestion. Doubilet* states that an amount of sodium equal to 30 to 60, five 
grain tablets of sodium bicarbonate are excreted daily in the normal pancreatic 
juices. He urges that enteric coated bicarbonate of soda should be administered 
to increase the efficiency of pancreatin in the digestion and absorption of fats 
following pancreatectomy. 


SUMMARY 


The subject leaves many in a discouraged frame of mind. The author is 
convinced that better results can be obtained in the future. His recommenda- 
tions are to obtain earlier diagnosis, widen the scope of surgery and lower the 
operative mortality by performing a two-stage operative procedure. A total 
pancreatectomy is recommended, the technic of which is described. 


The author is encouraged by having two 7-year survivals without evidence 
of recurrence. 
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Discussion 


Dr. Rudy Ruhling (St. Louis, Mo.):—I wonder what percentage of patients 
with carcinoma of the pancreas show a slight or moderate rise in serum amylase? 


Dr. Charles Biro (Saskatoon, Sask.):—I should like, not so much to ask a 
question or two, but rather to draw your attention to my experience, which is 
quite recent. 


In January of this year I had a rather husky chap coming to me whom I 
suspected of having some kind of gastrointestinal malignancy. We went through 
all the tests Dr. Ross mentioned. All proved to be of no help, and actually we 
were unable to locate his trouble until one day I found him in a terrible condi- 
tion. He was obsessed, and crying, and showed evidence of a very serious 
psychic disturbance. He settled down in about 24 hours, but this is one point I 
would like to draw your attention to, that psychic disturbances are not rare in 
pancreatic diseases. Some authors claim an incidence of about 40-65 per cent. 
After I became aware of this fact, the diagnosis of some pancreatic disease was 
made, and because the man had lost over 30 pounds in a comparatively short 
time malignancy was suspected, so I decided to do a biopsy. 
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Exploratory laparotomy and biopsy should be used when every other diag- 
nostic approach fails, realizing fully that in the diseases of the gastrointestinal 
tract the quick section is not always reliable. 


A laparotomy was done and I found a pancreas that was enlarged, and also 
a mass involving the mid-pancreas and encroaching upon the mesenteric vessels 
and aorta. A biopsy specimen was handed over to the pathologist and we were 
fortunate enough to get a positive report. The next question was, what to do? 
The answer was very easy for from a curative point of view we could do noth- 
ing, because the patient had passed the stage of resection of any sort. 


I should like to mention that previous to the operation the patient suffered 
from such an amount of pain—this is not unusual in these cases—that even half 
a grain of morphine relieved him only for an hour or two. 


For palliative purposes I decided to do what I would call a selective vagot- 
omy, and also a resection of the splanchnic and sympathetic branches, on the 
theory that besides interrupting the sensory pathways, by the section of the 
vagus we would decrease the motor action and secretory function of the 
pancreas. 


Following the operation which took place in February this man only re- 
quired a simple capsule of aspirin-codein mixture, and this medication held 
him for several months. This year, about July, he was brought in again to my 
service, and even then he did not require more than an occasional injection of 
75-100 mg. of Demerol to control the pain which was naturally caused by the 
retroperitoneal invasion of the tumor. 


These are the facts that I wished to present to you as my experience, and 
I might also mention that until the last three days the man was not jaundiced 
at all. 


Dr. I. R. Jankelson (Boston, Mass.):—1 believe I speak for everyone when I 
say that we have enjoyed immensely the presentation of Dr. Ross. 


There are a few points I want to bring out. | think for completeness of the 
presentation one must mention that carcinoma of the ampulla of Vater gives 
practically an identical picture and is much more common than is generally 
believed. Actually in a large series of cases of carcinoma of the head of the 
pancreas it is estimated that there is about one carcinoma of the ampulla of 
Vater to four cases of carcinoma of the pancreas. 


Now, another point I should like to bring out is the place of the gastro- 
enterologist and clinician in the management of carcinoma of the pancreas. 
First and foremost, naturally, is to establish an early diagnosis. Dr. Ross men- 
tioned it precisely, and it is not necessary to belabor it any further. But post- 
operatively I believe the gastroenterologist and clinician come in again, and 
that becomes very important, particularly in managing the patient after the 
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immediate postoperative period: first, the malabsorption syndrome, which be- 
comes a very important and difficult thing to manage; and, secondly, the post- 
operative diabetes, which Dr. Ross also mentioned. 


It is interesting to note that even in those cases in which diabetes either 
preceded or developed as a result of the pancreatic condition, where large doses 
of insulin were needed before operation, postoperatively the need for insulin 
becomes rather small. Dr. Ross mentioned one case with 40 units per day. I 
have seen some cases in which no more than 20 or 30 units were needed. 


I want to re-emphasize what Dr. Ross said, that those are unstable dia- 
betics, and they require constant observation and adjustment in the manage- 
ment of their diabetes, particularly during the early postoperative period. 


Dr. James D. Rives (New Orleans, La.):—I want to thank Dr. Ross for this 
valuable contribution to a very difficult problem. This is a procedure that is 
still on trial and one cannot appraise it properly without taking into considera- 
tion several matters. 


First the operative mortality is high, less than it was but still high and, 
second the patient who has had this operation is, from that time on, to some 
degree at any rate a gastrointestinal cripple. Not so much that life is not toler- 
able but a cripple none the less. The third fact is that the diagnosis of cancer 
of the pancreas is often difficult or impossible and that biopsy, especially in the 
early lesions where we have the best opportunity to accomplish something, is 
not without danger. We have not only the danger of the dissemination of cancer 
into the peritoneal cavity which Dr. Ross has illustrated so beautifully but we 
also have the danger of pancreatitis resulting from the biopsy, and the fact that 
the biopsy, after you have done it, is by no means reliable. 


The net result, | am quite sure, is that more patients have had the pancreas 
resected for benign lesions than have been cured of cancer by the operation, 
and I strongly suspect that more patients have died from resection of benign 
lesions than have been cured. I would guess that at the present time we are 
not in the black on this procedure. 


I should like to congratulate Dr. Ross on the fact that he has made an 
error in diagnosis at operation on only one occasion. We have not been so 
fortunate and I think it is unjustifiable to do this operation for pancreatitis 
although one must admit that in a few instances of long-standing recurrent 
pancreatitis, total pancreatectomy may be desirable. 


Dr. Donald E. Ross (Los Angeles, Calif.):—The amylase test we have found 
is not too reliable. There is usually some elevation, but the findings are not 
constant or reliable enough to be a valuable test. 


Thank you very much for coming out to hear me, and thank you very 
much for the very fine discussion. 
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CLINICAL OBSERVATIONS 
ON A NEW ANTICHOLINERGIC SUBSTANCE 


FREDERICK STEIGMANN, M.D., F.A.C.G. 
FEVZI PAMUKCU, M.D. 
and 
MEL FEINBERG, M.D. 
Chicago, Ill. 


In the past several years, we have investigated the effects of several new 
anticholinergic substances concerning their influence on gastric secretion and 
motility and on the subjective symptoms of the patients. In this report, we will 
describe our findings with Tridal, a combination of two formerly studied anti- 
cholinergic substances, Piptal and Dactil. 


MATERIAL AND METHOD UsED 


Patients from the gastrointestinal clinic and private practice were used in 
this study. Because of the difficulty in getting some patients to return to the 
clinic regularly, the data in this report covers only 63 patients who returned 
regularly for observation. Among them were cases of irritable bowel (24), 
duodenal ulcer (18), amebiasis (5), gallbladder disease (2), gastritis (4), 
ulcerative colitis (3), gastric ulcer (3), diverticulitis (3), and polyps of colon 
(1). Most of them were patients of middle age with an average of 51 years. 
There were 32 females and 31 males. 


Gastric SECRETORY STUDY 


Patients with duodenal or gastric ulcer were fasted for 12 hours. The 
following morning, they were intubated and specimens of gastric juice aspi- 
rated for a total of three hours at 15-minute intervals. The free and total acidity 
was determined in each of the specimens. The acidity curve obtained on this 
day was called the control day curve. On the following day, the fasting patients 
were again intubated and specimens of gastric juice aspirated at 15-minute 
intervals. On this second day or test day, the patient was given, after the fourth 
aspiration, 2 tablets of Tridal® orally with a few c.c. of water. One hour after 
the administration of the test substance (Tridal), the patient was again aspi- 
rated and the aspirations were repeated at 15-minute intervals for 90 minutes. 
Determination of free and total acidity was done and the results compared with 
those of the control day. 


From the Gastrointestinal Service of the Cook County Hospital, Chicago, Il. 
*Furnished to us by the Lakeside Laboratories, Milwaukee, Wisc. 
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STUDIES 


The motility studies were performed according to the method described 
in a previous paper’. These studies were done on five patients with varying 
dosages, one patient receiving 1 tablet of Tridal, two patients 2 and two 
patients 4 tablets. 


CLINICAL STUDIES 


Tridal was given to the patients in addition to an appropriate diet and 
other medication. The peptic ulcer patients received in addition to an ulcer 


TABLE I 


ResuLts oF ANTRAL Motixity Stupies IN Five Suspyects, WHO Recetvep OnE, Two 
Four TABLETs OF TRIDAL RESPECTIVELY 


Control 


Period Postmedication Period | 
Latent| Period] Response| Period| Rebound | Period, Be 
|| 
n n | 
sels | 2 | lee] abe 
§ | SE] Ss] | Se] 
Elale | Bel | Be] | Be | 
R.J. |36|M | 37 II |1Tab.|| — No | Change| — — Min. 


120 Min. 


35 30 130 Min. 


P.M. | 42 32 80X Min. 


M.H. 


64 34 II 90 Min. 


0—No rebound period. 


X—Experiment finished earlier because of patient becoming uncooperative. 


diet, antacids and sedatives. The patients with ulcerative colitis and amebiasis 
received in addition various other specific medications. The patients classified 
under the heading of irritable bowel received only an appropriate diet in addi- 
tion to the Tridal. Some of the patients had previously taken one or the other of 
the presently used antispasmodics so that they could compare the effect of this 
medication with that of the other substances. 
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The patients from the gastrointestinal clinic and from private practice who 
received this substance were seen first at weekly and later when their symptoms 
had improved at bi-weekly intervals. The patients were asked only how they 
felt but no inquiry was made about unusual symptoms because this class of 
patient by experience would readily refer on his own to the presence of side- 
effects. He would also volunteer as to any untoward effects from the drug itself. 
The patients were kept on the medication as long as they seemed to need anti- 
spasmodic substances. Most of the ulcer patients took the medication for 2-3 
months or longer in accordance with our policy to give such patients antispas- 
modics and antacids for several months. 


If no relief of symptoms had occurred within one week, the particular test 
substance was usually replaced with another substance. At times, however, the 


THE EFFECT OF TRIDAL ON GASTRIC ACIDITY IN 18 
PATIENTS 


TRIDAL 2 TABLETS ONTROL 


40 


MEAN FREE ACID IN CLINICAL UNITS 
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Fig. 1—Curves of free acidity during the control day and on the day when patients receive 
two tablets of Tridal. 


medication was continued for another week, but given in larger amounts. If 
any side-effects were noted, the drug was also discontinued. Complaints of slight 
dryness of the mouth, metallic taste, mild heartburn, etc., were considered as 
minor side-effects and ignored. Severer symptoms, e.g., eye symptoms, constipa- 
tion and urinary retention were considered sufficient indication for discontinua- 
tion of the drug. 


Most of the patients received | tablet of Tridal every six hours, i.e., before 
meals and at bedtime; others received 1 tablet before meals; others more as 
needed. The results of the clinical observations were classified as good, fair and 
poor; partially relieved symptoms as fair and completely relieved as good. 
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RESULTS 


Antisecretory study:—The results of the antisecretory study performed with 
Tridal in 18 patients are presented in (Fig. 1). Briefly, it may be stated that 
the patients showed on the average a decrease from 5-18 clinical units in their 
gastric acidity on the test day as compared to the control day. The gastric 
aspiration data on these 18 patients with and without Tridal administration 
have been analyzed by applying the Student “t” test. The only point where 
there is a significant difference between the control and Tridal data is at 1 hour 
and 15 minutes following the administration of Tridal (p<0.02). 


Motility study:—Following one tablet of Tridal, there was no change in the 
antral motility of one patient. In two patients, the antral motility showed some 
decrease after a latent period, following the ingestion of 2 tablets, while after 
4 tablets, the decrease in motility in another two patients was only slightly more 
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Fig. 2—Antral balloon study showing the decreased motility of the stomach following the 
ingestion of two tablets of Tridal. 


noticeable than after two tablets. A latent period® was present in all patients; 
it varied from 8 to 19 minutes (Table I). The depression of the motility usually 
persisted until the end of the experiment. An example of the motility curves 
obtained after Tridal is shown in (Fig. 2). 


Clinical study:—The results of the clinical study with Tridal are presented 
in Table II. From it, one notes that about half of the patients had good and a 
similar number fair results with only two patients being considered as having 
had poor results. The therapeutic effect seemed to be equally distributed among 
the male and female patients and among the functional and organic cases, in 
contrast to the results with another substance when the functional cases had a 
lower percentage of improvement. 


“Latent period was identified as the period between the time when the medication was 
given and the time of the onset of the response. 
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Relief of symptoms was noted after a couple of doses of the medication, 
although in some, medication for several days seemed to be necessary before 
noticeable relief of the symptoms was mentioned by the patients. Some symp- 
toms as epigastric distress, nausea, and abdominal discomfort disappeared early; 
while others like flatulence, distention and diarrheal bouts persisted somewhat 
longer. 


Except for bad taste, in a case of questionable emotional stability, burning 
in the mouth and epigastric discomfort in one patient each, no side-effects were 
encountered in this group of patients, although some of them had previously 
had side-effects with other similar substances. No constipation was observed 
attributable to the therapy. It should be particularly stressed that while the 
patients in this series were of an average higher age group with quite a few 
older men among them, none complained of urinary difficulties, particularly 
retention, while the latter was frequently seen with other anticholinergics’. 


COMMENT 


Recently a group of investigators reported very satisfactory results in clini- 
cal trials with three new spasmolytic drugs*. Our results in a relatively small 
series of patients with various gastrointestinal disturbances, support the obser- 
vation of the previous group. Not only did most of the patients show some 
benefit from the medication, but the side-effects were almost nonexistent. These 
favorable clinical results did not correlate with the results of the gastric secre- 
tory studies, which showed only a small decrease in the gastric acidity during 
the test days. They probably could be more readily correlated with the results 
of the motility studies which definitely showed various stages of decreased 
motility following ingestion of two tablets of Tridal. In this study, hence, too, 
there appears to be a better correlation between motility changes and clinical 
symptoms similar to the one observed in another study with a different anti- 
spasmodic substance’. 


In comparing the results of the motility studies after Piptal and Tridal 
respectively, one notes readily the shorter latent period after Tridal. This would 
speak for a slightly more rapid therapeutic effect by Tridal, probably due to 
the Dactil component. Actually, some patients have reported a very rapid im- 
provement of symptoms following the ingestion of a tablet of Tridal. 


While there are many anticholinergic substances available for patients who 
need to use them, there still arise occasions in which none of the older sub- 
stances seem to help therapeutically. For such cases the advent of some new 
anticholinergic or antispasmodic substance is a great relief. It is therefore ad- 
visable to test any new substance for its therapeutic efficacy, so that if useful, 
it may be made available for the patients. It was with this in mind that our 
group has tested a great number of anticholinergic substances. 
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SUMMARY 


1. A new substance Tridal, a combination of Piptal and Dactil, has been 
tested for its effect in gastric secretion, motility and clinical symptoms. 


2. There were good clinical results in most of the patients with only 2 of 
63 patients not responding to the drug. A feature of the drug was its rapid 
onset of relief of symptoms. 


3. This substance was practically free of side-effects even after prolonged 
administration; particularly no urinary symptoms were found in the elderly men. 


4. Tridal appears to be a valuable new anticholinergic substance for the 
treatment of various gastrointestinal disorders, organic and functional. 
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ABRAHAM L. LEVIN MEMORIAL LECTURE 


INTRODUCTION 


Dr. Jules Myron Davidson (New Orleans, La.):—It is my privilege, at this 
time, to give you a resume on the life of a great man in medicine, a scholar, 
teacher, scientist, your friend and mine, Dr. Abraham Louis Levin. 


Dr. Levin was born in Suwalki, Poland, 16 December 1878. He received 
his early education from the Poland Rabbinical School, graduating at the age 
of 13 and completing his undergraduate studies four years later at a gymnasium 
in Poland. He then entered the study of law for the following three years. 


Dr. Levin served in the Russian army as a volunteer, graduating in 1900 
from the regional military school. In May 1900, during the Boxer revolution, he 
participated in an expedition to the Far East and was awarded the service 
medal by the Czar of Russia. 


Dr. Levin came to the United States in 1902 and attended the Blynn 
Memorial College in Brenham, Texas, following which he entered the Medical 
College of Tulane University receiving his degree in medicine in 1907. 


His medical career began immediately following graduation as a general 


practitioner in a little town across the Mississippi River from New Orleans at 
Harvey, La. 


In 1908 Dr. Levin was appointed to the staff of Touro Infirmary in the 
gynecology service, under Dr. William Kohlman. Because of his interest in 
internal medicine, he transferred to the Department of Medicine in 1912, as 
clinical assistant, and in 1915 was advanced to junior in the department. His 
prime interest, however, was in gastroenterology, and he received his post- 
graduate training at Johns Hopkins University. Having completed his training, 
he returned to New Orleans, entering private practice in internal medicine with 
gastroenterology as his major interest. It was not until the year 1918 that 
gastroenterology was recognized as a specialty and as a subdivision in the 
Department of Medicine. 


In 1921 Dr. Levin became senior associate in the Department of Gastro- 
enterology, where he gained recognition for his work with diseases of the gall- 
bladder and colon and the medical management of ulcers. 


During World War I Dr. Levin was selected as one of a group of only 20 
gastroenterologists to serve in the hospitals of the continental United States. 
While at Camp Beauregard in the rank of captain as gastroenterologist, Dr. 
Levin made his initial investigations of intestinal parasitic diseases and the 
value of duodenal lavage for biliary affections. 
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At this time his unhappy experience with the Rehfuss and Jutte tube, and 
the Einhorn bucket, excited his desire to devise a tube for duodenal drainage 
which would better serve the purpose. In 1921 Dr. Levin introduced the tube 
which has world-wide acclaim, the famous “Levin tube”, in constant use today 
in medical centers everywhere as an indispensable requisite. 


If time permitted, it would be a rare privilege to give you Dr. Levin's 
personal description in detail of the Levin tube, its advantages and usage, as 
reported in the Journal of the American Medical Association, 76:1007 (9 Apr.), 
1921. 


Dr. Levin spent his many years in medicine creating a better understand- 
ing of the mysteries of the human element, the abdomen. His medical teaching 
career was identified as Associate Professor of gastroenterology at Tulane Uni- 
versity. When Louisiana State University Medical School was organized, he 
was appointed Clinical Professor in gastroenterology in the Undergraduate and 
Postgraduate Departments. He spent every available moment in writing. His 
published papers were many, dating from 1910 through 1937, serving as great 
assets indeed in alleviating the suffering in gastrointestinal diseases. 


He held memberships in many medical organizations and was the organizer 
and founder of the New Orleans Chapter of National Gastroenterological Asso- 
ciation, now affiliated with this, the American College of Gastroenterology. I 
had the privilege of serving as a charter member with him. 


Were our friend, Dr. Levin, “among those present” today, he would be 
proud indeed that his name lives on so well in the success of his son, Dr. Irving 
A. Levin, and I know well there will be three more Doctors Levin to carry on 
his renowned name, Irving's three sons. 


Dr. Abraham L. Levin was not only acclaimed as a gastroenterologist but 
also as an outstanding citizen, leader in his religion, and a sincere and good 
friend to his thousands of patients who are ever mindful of his great knowledge. 


And now I have for your listening pleasure, one who truly needs no intro- 
duction to men in medicine, Dr. Burrill B. Crohn, of New York who will present 
the “Abraham L. Levin Memorial Lecture”. 
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REGIONAL ILEITIS: ILEOJEJUNITIS: COMBINED ILEOCOLITIS® 


BURRILL B. CROHN, M.D. 
New York, N. Y. 


In 1932 the first pronouncement of Regional ileitis was made in this very 
city of New Orleans, at a meeting of the American Medical Association. Crohn, 
Ginzburg and Oppenheimer reported 14 cases of a hitherto undescribed syn- 
drome, based on pathological studies and on clinical observations. The paper 
was a modest one, the applause was perfunctory; the detailed and accurate find- 
ings of the publication remain to this day, 26 years later, unchanged in their 
original observations. But from small beginnings a large blossoming literature 
and experience has burgeoned forth, a sturdy trunk still spreading, still bearing 
luxurious fruit, still seeking new spaces. 


This is a disease which covers the life-span of a patient, which begins in 
his youth and which endures, if uninterrupted, through to the late decades of 
his life. The life history of such a disease obviously cannot be finally written 
within the living years of any single observer. 


Terminal ileitis became, and correctly so, regional ileitis; to this was soon 
added ileojejunitis with localized or segmentally extended involvement of the 
whole upper small bowel. More recently involvement of the duodenum, stomach 
and even the esophagus has been added. 


Originally ileitis and ulcerative colitis were regarded as two separate and 
distinct entities. And they are so, in their uncomplicated courses, each bearing 
its own pathological and certainly clinical characteristics. But combined forms 
of ileitis and colitis are now being more frequently encountered and this in- 
creasing incidence with its bizarre and intermixed phenomena require more 
consideration. Copper is found as a pure metal; zinc is found as a pure metal, 
but both frequently are mined together, and under certain unusual volcanic 
thermal action may occasionally be found as an alloy. 


It is proper and fitting that in this city, after 26 years, an appraisal be 
made of the passing of time, to renew the progress of ideas and experiences in 
this, a not by any means, rare disease. 


REGIONAL ILerris—(542 Cases) 


Etiology:—Unfortunately the years have added little of positive information 
as to the causation of this malady or forms of maladies. That is, little positive 


*Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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information but perhaps more negative. It is not bacterial nor tuberculosis, it 
is not even pseudotuberculosis nor sarcoid, nor new-growth. Much interest 
centers on research to attempt to identify a true virus as the cause of ileitis and 
of colitis. Perhaps somewhere in the congeries of the 46 intestinal viruses, re- 
cently identified in the enteric tract, as a cause of nonspecific diarrheas, an 
enterovirus with pathological potentialities will be found. It is along such lines 
that research is being directed. 


The role of trauma as a participating agency has become more real, rarely 
occasionally as a direct causative factor, more often as an aggravation of a pre- 
existing disease. 


More and more the familial incidence of ileitis becomes of interest. This, 
too, is significant for such sibling or parent relationship does not exist in colitis; 
this then constitutes one of the distinguishing marks of regional ileitis. 


Attempts to explain the pathology of the disease and research attempts to 
reproduce the morbid changes in the tissues have recognized lymphatic block 
as one of the most characteristic changes. Experimental lymphedema has been 
successfully produced by the injection of sclerosing agents into the lymph 
spaces of the intestinal wall, recreating granulomatous tissue reactions resem- 
bling ileitis with lymphatic block, particularly when directed in the region of 
the ileocecal valve. But an active progressive disease with fistulization has not 
resulted. 


The disease is partial to neither sex, though the male slightly predominates. 
Characteristically it is a disease of youth, or one in which the onset begins 
most often in adolescence or the earlier decades. Eighty-five per cent of the 
cases of regional ileitis have their onset between the second and the fourth 
decades of life. Childhood is not only not immune but as every pediatrist 
knows, can and does occur, even within the first year of life. Lleitis in the more 
elderly decades (my latest case was 74 years old), probably represents a hold- 
over prolongation from a primary indolent unrecognized lesion of earlier years. 


Psychosomatic factors probably play little role in ileitis, in contrast to colitis 
where they are most important, not as original initiative agency, but as an 
important often predominating element in the course and management of ulcer- 
ative colitis. Here is a second differentiation between the two diseases. Race, 
religion, social factors, nationalities, play no role; from farthest North to deepest 
Africa the cases are being reported. 


Pathology:—The concept of the gross pathology of the disease as a granu- 
lomatous process has changed not at all. The tendency to fistulization to the 
internal viscera and to the abdominal wall were described accurately in the 
original article; the rectal complications were not then recognized. But the 
concept of the anatomical extension has been continuously expanded, and what 
was originally considered a disease which involved only the terminal ileum (the 
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first 14 cases) has been expanded to include the whole of the alimentary tract. 
But the preference for the distal segments of the small bowel still holds good. 
Three-quarters of all cases involve the distal 12 to 24 inches of the ileum; the 
remainder extend upward or originally involve up to the whole ileum, approxi- 
mately 6-7 feet of the bowel. Isolated regional ileitis, or jejunitis, higher in the 
small bowel and not proximate to the ileocecal valve does also occur, though 
infrequently; characteristically, the disease begins (or ends) just proximal to 
the valve of Bauhin. The granulomatous process causes a marked thickening 
of the bowel wall, resembling a rubber hose in consistency, or a “water-soaked 
night crawler or an eel in a state of rigor mortis”. 


The submucosa is mainly involved in the granulomatous thickening; is 
probably the seat of the original pathological change. The more superficial 
mucosa becomes ulcerated by vascular occlusions with cobblestone-like ridges. 
Upper skip-lesions are pathognomonic of the disease, these skip-lesions being 
separated by skipped areas of from a few inches to at times several feet. The 
actual segment involved is accompanied by enlargement of the co-involved 
mesenteric lymph nodes which constitutes sentinel outposts of the disease. 


The microscopic appearance has remained unchanged. The evidence of 
chronic inflammation plus the infiltrate of plasma and round cells and histio- 
cytes and particularly the fibroplastic reaction is characteristic of all granulo- 
matous processes. So also are the pseudotubercles (which never caseate) and 
the foreign body cells. The existence of foreign body giant cells even to giant- 
cell systems (Hadfield) has led many observers to feel that the disease may be 
a reaction to some foreign, particularly, metallic agency—Lycopodium, beryl- 
lium, silica have been suggested. Of late Brunner-like glands have been ob- 
served in the mucosa and submucosa in cases of ileitis (Kawel and Tesluk). 
In the myenteric plexuses, three times as many ganglion cells have been found 
in ileitis as is counted in the normal bowel. These are interesting observations 
and may have eventual significance in the pathology or even in explaining the 
etiology of the disease. 


Clinical features:—By now the clinical symptoms of regional ileitis are so 
well documented and so characteristic that a diagnosis should be suspected or 
established even before, or without radiographic confirmation. Little, but the 
significance of rectal complications, has been added to the clinical picture since 
the original publication. Diarrhea, not severe and urgent as in ulcerative colitis 
or dysentery, but relatively mild, associated with predefecatory pain, accom- 
panied by the palpation of an intraabdominal mass, plus a mild secondary 
anemia, plus an abdominal wall fistula, is almost if not truly pathognomonic of 
regional ileitis. Add to this internal fistulization from ileum to other somatic 
viscera (particularly small bowel) and add also the common perirectal fistulas 
and the clinical picture is complete and characteristic. Only the radiographic 
confirmation is needed to eradicate any lingering doubt though the absence of 
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radiographic confirmation should not shake the confidence of a clear-cut clinical 
impression. 


The diarrhea is mild, 3 to 5 stools a day, is worse in the mornings 
(matutinal), is preceded by colicky lower abdominal cramps; the pain is fol- 
lowed by defecation with immediate relief. Any more severe diarrhea, particu- 
larly if accompanied by rectal urgency, or with the passage of blood should 
immediately arouse the suspicion of involvement of the colon. Occult blood in 
the stool, in an uncomplicated case is unusual; gross blood in the stool except 
in the presence of true hemorrhage is also exceptional. Constipation, or a normal 
single daily defecation occurs in 5 per cent of the cases. 


A low-grade fever frequently accompanies the exacerbations of the disease 
and is most significant in differentiating functional diarrheas from true patho- 
logical processes, ileitis or colitis. Such low-grade fevers without ostensible 
diarrhea or pain can cause much confusion and doubt in arriving at a true clin- 
ical appreciation of the underlying nature of the disease. The leucocyte count 
may be slightly elevated if at all; the sedimentation rate may be elevated during 
the exacerbations of the disease, but is not reliable. 


Secondary anemia is constant, and may at times become severe. The ner- 
vous and psychic manifestation of the disease may be so manifest as to over- 
whelm the true somatic manifestations. Many a case is condemned to psychi- 
atric or institutional treatment for nervous diarrhea, the true basis of the organic 
nature of the underlying process becoming apparent only with the onset of 
complications, such as fistula formation or intestinal obstruction or gross 
hemorrhage. 


Delayed sexual maturation may be observed in the childhood or adolescent 
cases; these will all clear up with the successful therapy of the disease, medical, 
or particularly surgical. 


Menstruation, even in the most severe cases of ileitis is little affected. This 
is a significant, differentiating factor from ulcerative colitis, the latter being a 
much more severe disease in which amenorrhea is an index of its greater 
intensity. 


Joint pains, clubbing of the fingers, arthritis, irido-cyclitis, erythema 
nodosum, occur infrequently in regional ileitis. These are so much more com- 
mon in ulcerative colitis that when they do exist as complications the clinician 
should immediately suspect involvement of the colon either as true ulcerative 
colitis or as a form of combined ileocolitis. 


The physical examination will most frequently exhibit a mass in the right 
lower quadrant of the abdomen at the site of the terminal ileum, accompanied 
by pain and sensitiveness on deep palpation. It is not always easy to differen- 
tiate the resistance and sensitivity of an irritable cecum from the mass of an 
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ileitis. The cecum, even when irritable, is mobile and the remainder of the 
colon, particularly the sigmoid participates in this sensitiveness. The ileitis mass 
is fixed, adherent to the viscera and the mass can often be even better felt by 
rectal examination. At times the mass can be felt in the mid-abdomen and even 
in the left lower quadrant when fistulization occurs to the mobile sigmoid. 


Intestinal obstruction occurs in 8.3 per cent of the cases, usually as a late 
complication, signalizing a chronic cicatrical stenosis of the bowel. Hemorrhage, 
almost always as melena, is an infrequent complication, occurring in a little over 
5 per cent; hematemesis is most unusual but can occur. 


Fistula formation is the most significant of the clinical manifestations of 
this disease, and is most often associated with the pathological process originat- 
ing from the distal ileum. Indeed, the distal ileum can be described as the 
porous segment of the small bowel, fistulas originating in this terminal coil 
making their way by zymolytic extension (not suppurative) to any adjoining 
hollow viscera. These internal fistulas occurred in 17.5 per cent of our cases, 
usually to other loops of small bowel, or to loops of colon particularly cecum 
and sigmoid, or to ureter, bladder, uterus or Fallopian tubes. These fistulas 
account for the palpable mass in the abdomen and are usually demonstrated 
by radiographic film determination. 


Another common type of fistulization is to the abdominal wall (9 per cent 
of cases). These fistulas occur in the site of a previous surgical scar usually an 
appendectomy. They were more apparent in the early years of our studies, but 
have become now very infrequent, since the earlier recognition of the diagnosis 
has led to curative surgical procedures, so that now, an unrecognized abdomi- 
nal wall fistula is a relatively rare phenomenon. 


The rectal or perirectal complications are the most common and the most 
significant of this disease. They occur in approximately 14 per cent of the cases 
as perirectal abscesses; as residual perirectal fistulas; as rectovaginal fistulas. 
Combined with the presence of diarrhea they constitute a clear flashing warn- 
ing light of the true nature of the pathological process. No functional diarrheas 
are accompanied by complicating rectal fistulas, neither nervous diarrhea, nor 
allergic, nor thyrogenic, nor gastrogenous. 


The total of internal intestinal fistulas, plus abdominal wall and perirectal 
fistulas add up to 42 per cent of all the cases so that fistula formation serves as 
an outstanding land-mark in the intelligent analysis of a diarrheal case. Ulcera- 
tive colitis is also characterized by similar rectal complications but is easily 
recognized by sigmoidoscopy or barium enema when the higher segments of 
regional colitis are involved. 


Course in regional ileitis:—Regional ileitis may begin as an acute phase of 
the disease; some clinicians doubt that such a granulomatous disease can have 
an acute aspect and prefer to think that such symptoms constitute simply an 
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acute exacerbation of a previously existing but quiescent subacute or chronic 
process. Such a viewpoint has logic and reason. Be it as it may the clinical 
picture of acute regional ileitis is a very striking one, resembling in almost all 
its superficial characteristics that of acute appendicitis. The onset is with severe 
lower abdominal pain, fever, and exquisite tenderness and rebound over the 
whole lower right abdomen; acute ileitis is usually associated with diarrhea but 
not constantly and certainly not always during the acute crisis. It is to be 
differentiated, if such a clinical differentiation can be resolved with any cer- 
tainty, by the absence of vomiting, by the relatively low leucocyte count and 
by the diarrhea if such exists. Appendicitis is more likely to be associated with 
intestinal block and abdominal distention, with severe vomiting and a high leu- 
cocyte count. But all rules go by the board in acute appendicitis, as every 
clinician knows by bitter experience and the same applies to acute ileitis. In 
most cases an exploratory laparotomy is performed, the true nature of the 
pathological process is determined and most often the appendix is removed. 
Many of these cases, about 25 per cent, resolve and all evidence and manifesta- 
tions of the disease disappear even to giving a negative radiographic follow-up. 
The remainder go on to chronic granulomatous ileitis. 


In the typical clinical regional ileitis the course is prolonged, chronic and 
irregular. The more severe cases follow a continuous and active course with 
fever, anemia, loss of weight, with fistula complications. These cases are more 
serious or were before the advent of steroid therapy. 


The milder, long-smoldering chronic cases run a long course extending 
over years and perhaps decades of life. The course may be so subliminal that 
the mildness of the symptoms, perhaps only moderate dairrhea and nervousness 
may cause the diagnosis to be completely overlooked. The more usual course 
is one of recurrent exacerbations separated by long intervals of relative freedom 
from active conscious symptoms. The loss of weight may not be excessive, the 
anemia very moderate, the abdominal pain and the diarrhea constituting the 
main symptoms during the periods of exacerbation. The formation of a painful 
abdominal mass indicating internal fistulas and the appearance of external 
fistulas or perirectal fistulas and abscesses converts an inactive case to one that 
demands recognition and a program of active therapy, medical or surgical. 


During this long period of observation the actual pathological process does 
not extend anatomically, but remains static usually still localized to the terminal 
loop or loops of the small bowel. In a few, very few rare cases, the process is a 
rapidly progressive one, the lesion advancing upward from its original parental 
site to invade all the more proximal segments of ileum and jejunum. Fortunately 
this last group is rare and constitutes an exception to the rule, that left undis- 
turbed, the parent lesion proximal to the ileocecal valve will not extend. 


That spontaneous healing even in subacute or chronic ileitis is possible is 
demonstrated by five cases in our large series of 542 individuals in which spon- 
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taneous and prolonged healing has been clinically and roentgenographically 
demonstrated over many years of follow-up. That the lesion in chronic ileitis 
does not extend proximally can be demonstrated by succesive roentgen studies. 
Thus, a typical example in a girl aged 18 years at onset:— 


November 1948, terminal ileum negative. 

September 1950, terminal ileum questionably involved. 
December 1950, terminal ileum 6 inches involved. 
March 1951, terminal ileum 6 inches involved. 


October 1956, terminal ileum 6 inches involved. 


The low-grade course of the disease may be interrupted by the appearance 
of further complications. Perforation of the intestine is rare; true free perfora- 
tion with peritonitis occurred in our experience only twice; chronic perforation 
with walling-off by agglomerated loops of bowel is more common. 


Hemorrhage occurs in only 4.6 per cent of the cases as melena. Peptic and 
duodenal ulcers occur in their usual incidence: amyloidosis has been reported 
but is extremely rare; osteomalacia has also been reported; pylephlebitis 
(portal), in spite of the suppurative manifestations within the abdomen, is very 
exceptional. 


Pregnancy affects ileitis, and ileitis affects pregnancy but little. Fertility is 
unimpaired, recurrences of the ileitis during pregnancy is not common, but 
recurrences do take place in the postpartum period with greater frequency. 
The operated case of ileitis has a better outlook during pregnancy than the 
unoperated ones. Ileitis beginning during pregnancy runs a severe course, while 
the cases that originate de nova in the postpartum period usually run a milder 
course. 
Radiographic diagnosis of regional ileitis;-The radiographic diagnosis of 
regional, particularly terminal ileitis can be established either by barium enema, 
or by barium meal or preferably by both methods. The barium enema is pref- 
erable at the start for it will eliminate (or possibly demonstrate) the existence 
of ulcerative colitis either in its universal or in its segmental form. The barium 
enema will also usually demonstrate the lesion in the terminal ileum since 
reflux of the barium through the patent ileocecal valve occurs in over 80 per 
cent of such examinations. To be complete, however, the barium meal should 
be continued after an interval to demonstrate the upper limit of the involved 
segment of ileum or to establish the possible presence of a high localized seg- 
ment of ileum or of diffuse ileojejunitis. 


The typical nonstenotic phase of the disease can be demonstrated by the 
string-sign of Kantor, occupying the terminal ileum, with the characteristic 
appearance of upper skip-lesions and the demonstration of fistulous tracts from 
ileum to other loops of small bowel or to the colon. 
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When the higher segments of ileum and/or jejunum are involved the nat- 
ural mucosal pattern of the bowel is distorted, the folds are thickened, occa- 
sionally even polypoid; segments of the involved bowel show segmentation and 
puddling separated by localized narrowed areas, these latter resembling the 
characteristic string-sign as seen in the terminal ileum. The pliability of the 
normal loops of bowel is lost; the loops tend to surround a mass. The stenotic 
phase shows narrowed segments contracted and rigid, separated by dilated 
hammock-like loops of enlarged bowel. 


In studying the barium meal in ileitis or ileojejunitis it is essential to use 
extensive fluoroscopy; each loop of bowel should be observed. Particularly when 
the terminal loops of intestine are reached by the barium meal, films should be 
snapped; films taken routinely 3, 6 and 9 hours may frequently miss the lesion. 
The barium enema is equally valuable in depicting a recurrent lesion at the 
site of a previous ileotransverse colostomy. 


It must be realized that the radiographic depiction of regional ileitis is not 
perfect; a small number of cases may, in the earlier stages fail to demonstrate 
the lesion. A negative radiographic study in the face of highly significant clini- 
cal picture should not deter the internist from accepting regional ileitis as a 
working diagnosis. Subsequent films in later months may well establish this 
diagnosis as a fact. 


Diagnosis of regional ileitis:—-The diagnosis is essentially a clinical one, to 
be confirmed by the radiographic study. Diarrhea, fever, anemia, weight loss 
and above all fistulas, internal and external, and perirectal, make possible a 
complete and a convincing diagnosis. A few other diseases associated with fever 
and diarrhea must be considered in a differential diagnosis. 


Ulcerative colitis of the universal type can be ruled out by careful sig- 
moidoscopy. Segmental colitis and combined ileocolitis can be established by 
the barium enema. Hodgkin’s disease and multicentric intestinal lympho- 
sarcoma run a much more severe and rapidly down-hill course but can simulate 
regional or ileojejunitis. The finding of peripheral or inguinal lymph nodes will 


establish the diagnosis by biopsy. 


Intestinal tuberculosis in its primary form is exceedingly rare. In its sec- 
ondary form as ileocecal hypertrophic tuberculosis it occurs only in the pres- 
ence of an open pulmonary lesion with positive sputum examinations. Carcinoid 
of the small bowel can simulate closely regional ileitis particularly in mas- 
querading as a typical string-sign in the terminal ileum as can also endometrial 
implants on the intestinal wall in endometriosis. 


Fortunately most of these diseases are not associated with fistula forma- 
tion, or rectal complications and can therefore be dissociated from ileitis. The 
true nature of low-grade fevers associated with mild diarrhea are often over- 
looked. If the diarrhea is minimal they are usually suspected of brucellosis, 
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rheumatic fever, subacute bacterial endocarditis, Libman-Sachs disease or dis- 
seminated lupus erythematosis. The presence of diarrhea with joint manifesta- 
tions, and iridocyclitis should suggest an intestinal origin, either ileitis or seg- 
mental right-sided colitis. 


Prognosis and medical therapy of regional ileitis:-A few clear-cut points 
should be established in considering the broad picture of prognosis. 


1. Under usual conditions the disease is a relatively mild one, the course 
long, extending over many years. 


2. The complications of the disease, particularly the fistulas and obstruc- 
tions produce the more serious problems. 


3. Cure, or the return to an asymptomatic stage is possible, under medical 
therapy. 


4. The mortality rate under medical or even surgical therapy is extremely 
low. 


That the disease is relatively mild is shown by the extensive follow-up of 
such cases for as long as 16-25 years (to-date. ) 


All cases should be exposed to a thorough course of medical therapy before 
surgical intervention is given serious consideration. Of our series of 542 cases, 
85 have been carried on purely conservative therapy, of which 51 are “well” or 
asymptomatic, 15 improved, 17 are unimproved. When we speak of “cure” we 
say that with the reservation that the course of ileitis is so uncertain that exacer- 
bations or recurrences are not eliminated even after so prolonged a follow-up 
as 6 to 10 or even 25 years. 


Of the total of 542 cases there were 28 fatalities; 12 of these followed 
surgical intervention, immediately or soon after. Of the remaining 16 only 8 
could be ascribed to the regional ileitis per se, the remainder being due to 
intercurrent disease. 


The medical therapy consists of a liberal, very liberal and general diet, with 
the exception of raw fruits and raw vegetables. The principle of the diet is 
nonroughage; otherwise all proteins, fats, cereals, breads, dairy products, cooked 
vegetables, spices, and seasoning are allowable. The maintenance of appetite 
and body weight is so all-important that it is better to follow the whim of the 
patient’s appetite than to impose hardship restrictions. The patient should be 
ambulatory, the adolescent should attend school or college but gross physical 
effort, competitive games and overexertion to the point of fatigue should be 
avoided. 


There is no specific therapy for regional ileitis. Isoniazid has been tried 
without success; the use of the antibiotics, either the sulfa compounds or the 
broad-spectrum tetracyclines is restricted to the treatment of the suppurative 
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complications of the disease. Bargen has found radiotherapy of value in cases 
of diffuse intestinal involvement. 


Most experienced clinicians, including myself, are mildly encouraged over 
the effects of steroid therapy. This form of therapy should consist of daily intra- 
muscular injections of ACTH as Acthargel or the slower absorbing zinc corti- 
cotrophin in daily doses beginning with 40-60 or even more mg. diminishing 
slowly over a period of three to four weeks. This treatment is then replaced 
by some preparation of cortisone, hydrocortisone or prednisilone 20 to 30 mg. 


orally each day. 


The latter therapy should be continued over a prolonged period of time, 
with slowing diminishing dosage as clinical improvement becomes noticeable. 
The beneficial results are not as convincing as in ulcerative colitis but are well 
worth the trial. 


TABLE I 


GENERAL ToTaL 385 Cases 


Good Recurrences Deaths 
Short-circuiting 232 cases 157 (67.6%) 67 (29%) 8 (3.4%) 
Resection ie * 67 (57.8%) 38 (32.7%) 11 (9.5%) 


Operative intervention is necessitated by the following conditions: 


1. The chronic localized form of the disease with progressive course and 
mass formation. 


ro 


Fistulas to the abdominal wall. 
Refractory perirectal fistulas and abscesses. 
Gross hemorrhage. 

Intestinal obstruction. 


For recurrent ileitis after previous surgical attempts at cure. 


a 2 & 


For the rare instances of perforation. 


Surgical therapy:—Surgical intervention offers the choice of one of two pro- 
cedures, either resection of the involved loop or loops of ileum with the ad- 
joined cecum and ascending colon; or a short-circuiting procedure which con- 
sists of an ileotransverse colostomy with transection of the ileum proximal 
to the involved lesion. Both procedures can be performed today with a mini- 
mum of operative risk, (should be practically negligible) with the same per- 
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centage of cure and the same percentage of recurrences in the late follow-up. 
Today I sense that the opinion and practice of most surgical centers is lean- 
ing by preference to resection, even though the lesser operation of a short- 
circuiting with transection has given approximately the same good result. 


Our own experiences are demonstrated in Table I. 
One can see that the differences between the two groups is not great. 


Following successful operation the patient is restored to health and effi- 
ciency; fistulas heal; only a mild diarrhea may persist. 


Since the advent of surgical therapy for the disease, recurrence rates of 
35 to 40 per cent, 50 or even 60 per cent have been quoted. It is therefore 
reassuring to find in our present large series a rate of recurrence of roughly 
30 per cent. Unhappily, the longer the period of follow-up the greater the per- 
centage of recurrences, for though the major number of recurrences are noted 
within the first six months to 2 years, recurrences as late as 9, 11, 17 and even 
25 years have been noted. The recurrences, particularly the late ones, are milder 
than the original disease, are less frequently accompanied by fistula formation 
and can be best handled by conservative therapy. 


Secondary and tertiary operations, resection or short-circuiting should be 
entered upon only in the most refractory cases. No method or procedure has 
yet been devised for avoiding recurrences after operations, and no logical or 
scientific explanation has been offered. Even in the most experienced hands, 
anastomosis of proven healthy small bowel to proven healthy colon has not 
succeeded in eliminating the frequency of the disappointing rate of recurrences. 


Acute regional ileitis should be handled most conservatively. If operation 
is performed the appendix may be removed without increasing the likelihood 
of subsequent abdominal wall fistulas and since acute gangrenous appendicitis 
can and does occur in our follow-up, appendectomy might be encouraged. But 
any resection or even short-circuiting procedure should be strongly discouraged 
because of the high surgical mortality rate at the critical time and because such 
an operation can be subsequently performed with no mortality and with far 
greater hope of success. 


ILEOJEJUNITIS 


The description of ileojejunitis as differentiated from regional ileitis fol- 
lowed within a few years of our original paper in 1932; in fact, at that time 
we were not cognizant of the fact that the upper segments of small bowel 
could be involved or presented an abdominal clinical picture. 


lleojejunitis may be defined as that form of chronic enteritis in which the 
granulomatous process involves the jejunum either as extension from a more 
distal ileitis or as an independent lesion limited to one or several or all of the 
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upper segments of the small bowel. This is not a separate or different disease, 
but bears all the characteristics in greater or lesser form of the disease as it 
affects the distal ileum. 


The clinical symptoms are similar as regards fever, pain, diarrhea, anemia 
and weight loss. But some difference marks this upper segmental involvement. 
The inflammatory process is more diffuse, the local symptoms, particularly the 
intraabdominal mass less in evidence; fistulas, internal and external and rectal 
complications are less frequent. On the other hand the constitutional symptoms 
are more evident; nutritional absorption is markedly impaired, fever, an en- 
larged spleen, clubbing of the fingers is more remarkable. Hypoproteinemia is 
characteristic of the advanced pathologic disease; electrolyte imbalance may be 
noticeable due to the diarrhea and the impaired intestinal absorption. The 
anemia is more severe and is often macrocytic in type. The course is low grade 
extending over many years in the milder cases; spontaneous healing is possible, 
in fact more probable than in regional ileitis. 


Our present series includes 70 cases of ileojejunitis, divided into the follow- 
ing types: 

1. As an extension upward from an older process in the distal ileum—2 
cases. 


2. Involvement of the terminal ileum and upper jejunum by a skip-lesion 
—3 cases. 


3. A localized pathological process involving upper ileum and lower jeju- 
num—10 cases. 


4. Diffuse universal ileojejunitis—40 cases. 


5. Diffuse ileojejunitis with duodenal extension—4 cases; and stomach— 
2 cases. 


6. Localized, isolated jejunitis—9 cases. 


The localized forms of ileojejunitis are most interesting; both an acute and a 
chronic form exists. The acute form has been described as a fulminating often 
gangrenous and frequently fatal disease. The low-grade chronic form is rela- 
tively benign and lends itself to localized resection with cure. 


Etiology:—Males predominate over females in a proportion of almost 2 to 1. 
Again this is a disease of youth most all cases falling between the second and 
the fourth decade of life. 

Pathology:—This is similar to that of regional ileitis with granulomatous 
skip-lesions, giant-cell inclusion and fistulas. 


Symptomatically fever is more constant and continuous, diarrhea is almost 
universally present accompanied by abdominal pain diffused over the whole 
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abdomen. Gross hemorrhage is rare but obstruction is more frequent, occurring 
17 times in the 70 cases. Anorexia and weight loss are severe, malnutrition com- 
mon, sexual maturation markedly delayed. Vitamin deficiencies, while uncom- 
mon, do occur, associated with hypoproteinemia; clubbing of fingers and toes 
relatively is common. 


lleojejunitis is frequently confounded with sprue, nontropical or as a mal- 
absorption deficiency syndrome. The radiographic differentiation is most impor- 
tant. The puddling and segmentation so characteristic of sprue is lacking. In 
ileojejunitis the isolated loops of disease can be identified as multiple string- 
signs separated by dilated extended loops of small bowel with delayed motility 
and showing signs of localized segmental obstruction. 


With duodenal involvement one notes distortion of the distal 3rd and 4th 
portions of the duodenum, frequently with obstruction at the fossa of Treitz, 
accompanied by clinical symptoms of upper pain and vomiting resembling 
pyloric obstruction. The involvement of the duodenum usually represents an 
extension from more distal disease and has not been recognized as an inde- 
pendent lesion sui generis. 


The prognosis in ileojejunitis is even better than in regional ileitis, for spon- 
taneous healing is more often encountered. Of 32 medically treated cases, fol- 
lowed for from one to 25 years, 21 are doing well, have never been operated 
upon and restored to physical efficiency. Seven are doing poorly, 4 have died 
as a result of aggravated symptoms directly attributable to the disease. 


The medical treatment is similar to that of regional ileitis; transfusions 
are more frequently needed because of the more exaggerated anemia; electro- 
lyte imbalance, particularly of sodium and potassium and calcium must be close- 
ly watched and corrected by intravenous replacement of minerals and vitamins. 
Intramuscular injections of crude liver extract, Vitamin B and of Biz in large 
doses are customarily given. 


The corticosteroids again offer the best approach as direct therapy and 
should be continued by deep injection and by oral administration over a pro- 
longed period of time, months or a year or more, and in higher dosage. I have 
observed dosages of 150 to 200 mg. of cortisone given daily by mouth in a 
case of diffuse ileojejunitis and with excellent and prolonged effect; while this 
dosage is higher than I personally have ever employed, I was forced to with- 
draw criticism because of its benefit to the particular patient. 


Surgical intervention may be indicated in those cases with limited involve- 
ment, where resection is possible without the sacrifice of too much of the ab- 
sorbing surface of the small bowel. For it must always be remembered that it 
is the small intestine rather than the colon which provides the resorption surface 
for the nutriments, the vitamins, the minerals and particularly for Vitamin By. 
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In this series 18 cases were operated upon, four cases with successful localized 
resection, 10 cases with poor results, four operations resulting in fatalities. 


Extensive sacrificial resections should be avoided, though occasionally they 
are successful; short-circuiting procedures for localized areas of obstruction with 
segmental “hammock formations” are well indicated. 


ILEOCOLITIS 


Ileitis and colitis, combined as ileocolitis has now been recognized, not as a 
separate entity but as an unfortunate combination of two entities. Combined 
ileocolitis in its variety of forms is being recognized with increasing frequency. 
Universal ulcerative colitis will involve the terminal ileum by “back-wash” in 
about 25 per cent of the serious cases; in 40 per cent of a series of 77 cases 
of right-sided or segmental colitis the terminal ileum was also involved (Crohn, 
Garlock and Yarnis). 


The ileitis in these cases is not granulomatous in nature, but ulcerative in 
type and probably due to the regurgitation of infected large bowel content 
through an incompetent ileocecal valve. Such ileitis does not extend upward by 
skip-lesions, remains essentially terminal in extent does not cause obstruction 
and is not associated with internal or external fistulas. 


Originally we thought that true terminal or regional ileitis did not tran- 
scend the ileocecal valve and such was our concept for many years. But as 
exceptions to the rule increased we have been forced to accept an increasing 
number of such cases in this category. Rappaport, Burgoyne and Smetana, re- 
ported 100 cases of regional ileitis with extension into the colon in 55 instances: 
but most of the colonic pathology was microscopic in nature and certainly this 
high percentage is very inconsistent with our experience or that of other writers 
in the literature. In the combined cases the colitis is said to be granulomatous 
rather than ulcerative; The English School of clinicians emphasize the point 
that in these cases the colitis and the ileitis are identical in being granuloma- 
tous in nature. This they term “Crohn’s Disease of the Colon”. 


The ileitis and the colitis may, when first observed be identical in time 
(synchronous) or one may follow the other in time sequence (metachronous). 


In our 45 cases we note various combinations of the two diseases; we 
observed thus: 


Terminal ileum and proximate colon—19 cases. 


2. Terminal ileum and transverse colon—2 cases. 
3. Terminal ileum and entire colon (except rectum )—12 cases. 
4. Terminal ileum and entire colon (including rectum)—| case. 


Terminal ileum and distal colon only—5 cases. 
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6. Diffuse ileojejunitis and entire colon—6 cases. 


In the metachronous cases there exists a variable time schedule. In many 
cases the ileum was first to be involved, the colonic involvement occurring some 
time later; in others the colitis constituted the initial lesion (5 times) the ileum 
and jejunum becoming involved only later. 


And increasingly today we are meeting with diffuse ileojejunitis as a sequel 
to total colectomy and permanent ileostomy for cases of severe refractory dif- 
fuse ulcerative colitis. 


The clinical features of combined ileocolitis are those of both diseases with 
little modification. Naturally, both severe diseases being present in the same 
patient the symptoms are all the more compelling. The diarrhea, the fever and 
anemia are still more pronounced as are the resultants of intestinal malabsorp- 
tion. 


Vitamin deficiencies, mineral electrolyte imbalance, hypoproteinemia is 
common as are also such systemic manifestations as arthralgias, arthritis, eye 
manifestations such as phlyctenular conjunctivitis and iridocyclitis and keratitis. 


External abdominal wall fistulas and internal intestinal fistulas occur and 
perirectal abscesses and fistulas are common (25 cases. ) 


Medical therapy consists of supportive measures, transfusions and infusions, 
the use of antibiotics (chloromycetin or the tetracyclins) and the liberal use of 
steroid therapy. 


The surgical approach is either one of massive attack where the lesion is 
continuous and not too extensive, or one of multiple stage procedures. For 
localized right-sided colitis with ileitis a simple extensive procedure (resec- 
tion) is possible with good results to be expected in about half the cases. 
lleosigmoidostomy with transection of the ileum has been performed but usually 
with poor results. Of ten cases in our series so operated only 3 are well; in 
most of the remainder the lesion later extended to involve the rectum requiring 
a permanent ileostomy for survival. 


The medical approach to these complicated cases with a confusion of 
symptoms is far better than the often disappointing surgical attempts. 
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CARDIAC SYMPTOMS MASKING GASTROINTESTINAL PATHOLOGY® 


HENRY A. MONAT, M.D., F.A.C.P., F.A.C.G. 
Washington, D. C. 


It is of common knowledge that hiatal hernias may simulate angina pectoris 
or coronary involvement to such a degree that at first glance differentiation is 
impossible and the patient is given first aid treatment for cardiac relief. 


We shall endeavor to demonstrate that anginoid pains, compression of 
chest, tingling in fingers, shortness of breath and ECG changes may be associ- 
ated with bleeding, peptic ulcer, gastritis, esophagitis, cholecystitis, cholelithi- 
asis, pancreatitis and chronic amebiasis. In all our cases, the cardiac symptoms 
were predominant; the digestive ones were of insignificant nature, such as occa- 
sional indigestion. Coexistence of both diseases is frequent, but this paper deals 
with cases in which cardiac symptoms were almost the only complaint specified 
by the patient. 


As we are cognizant that the heart and coronary vessels are supplied by 
T1 to T4 of left spinal segment and through afferent fibers of vagus and phrenic 
nerves, we do not readily realize that the gastrointestinal tract, gallbladder and 
pancreas, although more commonly supplied by T7-T9 on the right, occasion- 
ally may be supplied by visceral afferent fibers from T1-T12 on right and 
T5-T10 on left, and from afferent fibers from vagus and phrenic nerves. 


It is our conviction that in order to become a skilled gastroenterologist, one 
has to be a good ECG interpreter to extricate himself from diagnostic difficul- 
ties. We shall point out a few of the common ECG peculiarities found in diges- 


tive pathology. 


Patients with peptic ulcer may show bradycardia and longer than average 
P-R interval, right axis deviation and high QRS voltage. In perforating ulcers, a 
high T wave exceeding 50 per cent of R wave in all leads and accompanied by 
a saddle shaped and slightly elevated RS-T segment, and a pointed inversion 
of T wave as in myocardial infarction may appear. 


Patients with cholecystitis and cholelithiasis often show low and inverted T 
waves of the pointed type or accompanied by depression of RS-T in Lead I 
or II. In patients with acute pancreatitis, an inversion of T in Leads II-III or 
I-II; or prolongation of P-R is occasionally found, due, probably, to potassemia 
or reflex action due to focal infection. 


Patients with diaphragmatic hernia very often have an inversion of TI-TIL. 


Read before the 23rd Annual Convention of the American College of Gastroenterology, 
New Orleans, La., 20, 21, 22 October 1958. 
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One might ask then, how can a proper diagnosis be obtained? The answer 
is not difficult. The ECG changes in digestive tract pathology disappear rapidly 
under proper treatment, then may or may not be present, may become normal 
on changing position of patient (especially in diaphragmatic hernia!), and the 
ECG picture varies from day to day. 


Another diagnostic aid in differentiation of cardiac pathology from diges- 
tive disorder, is glutamic acid transaminase test of blood serum. The level of 
transaminase is normal in peptic ulcer, hiatal hernia, acute cholecystitis, but it 
is elevated in extensive liver damage of various causes such as: obstruction of 
common duct, malignant metastases of liver, infectious hepatitis; acute pancre- 
atitis, and in myocardial infarction. 


We especially tried to point out cardiac diagnostic methods which may 
help us to establish whether or not there is a digestive connotation in patient's 
symptomatology. In order to illustrate the diagnostic difficulties, we shall dem- 
onstrate characteristic cases illustrating the problems discussed: 


Dr. E., age 46, 10 years ago, was taken with severe anginoid pains. The 
ECG showed inversion of T in all leads. He was hospitalized for 6 weeks and 
was treated for myocardial infarction. He then resumed a limited modus vivendi 
with great amount of anxiety about his future. Four years ago he was seen by 
us, cholelithiasis was diagnosed and the gallbladder surgically removed. He 
immediately felt excellently and the ECG ever since has been normal with no 
evidence of previous infarction. It is our firm belief that originally the doctor 
had an acute attack of cholelithiasis. Mr. B., age 52, had an attack of severe 
anginoid pains, shortness of breath, and a state of collapse 5 years ago. He was 
hospitalized, O2 was given; ECG was pathological and diagnosis of myocardial 
infarct made. He consulted cardiologists but they could not find any abnor- 
mality in his ECG, although the cardiac symptoms persisted to greater or lesser 
degree. We were called in consultation a year ago at the hospital where again 
he was in a state of collapse, with excruciating anginoid pains, shortness of 
breath and tingling in both hands. Serial ECG’s were negative. Transaminase 
test was negative. Upper gastrointestinal roentgen series were, at first, negative, 
but with a recumbent technic, a small sliding diaphragmatic hernia was dem- 
onstrated. Under a specific management his symptoms disappeared. I must 
mention that in previous years he had numerous gastrointestinal series without 
demonstrating the hernia. I mention this because it is essential to use specific 
technic to demonstrate hernia viz: lateral and AP recumbent with spot device! 


Mr. W., age 43, gave a history of severe sharp pains in the lower chest. 
The pains were so severe that on occasion he fainted. He had cholecystectomy 
2 years prior to our observation. His cardiac studies were negative but he was 
referred to us because of a persistent suspicious niche in the prepyloric region 
on greater curvature. Repeated gastroscopy was negative. Because of absence 
of digestive complaints it was assumed the pericholecystectomy scars are pinch- 
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ing the prepyloric region. Shortly after he was seen by us with an attack. Serum 
amylase was raised to 600 units and serum transaminase test was positive. 
Relief was obtained immediately by duodenal drainage with hot water. Under 
a low fat diet and duodenal drainages, patient made an excellent recovery and 
for the past 7 years has been well. 


Mr. Ch., age 58, was taken with a severe anginoid attack, shortness of 
breath and tingling of left hand. ECG at the time of attack was normal; temper- 
ature normal; heart was normal. The positive finding, of which he did not com- 
plain, was pain on pressure over right lower thoracic vertebrae. The following 
day, a gastrointestinal series revealed an active duodenal ulcer with niche; 
stools were positive for blood; the pulse was 46 and the second ECG showed 
very high T waves. Under peptic ulcer regimen he recovered rapidly and the 
_ECG became normal. 


Mr. P., age 36, diplomat, complained of persistent upper chest pains, inter- 
fering with his sleep and work, for the past 5 years. He stated that he has been 
in numerous clinics throughout the world and only in Ethiopia was he told that 
his ECG was pathological. The ECG in question, and others, in our opinion 
were perfectly normal. Because he had been living in tropical countries, inten- 
sive parasitological studies were made, including tests for hepatic functions, 
and a diagnosis of amebic hepatitis was made. Under treatment of Aralen- 
Milibis and Terramycin recovery from his symptoms was dramatic. 


In conclusion, let me suggest that all cardiac and suspected cardiac patients 
should have a gastrointestinal as well as a cardiac survey. First, because of 
great coexistence of both diseases. Secondly, because digestive diseases may 
simulate heart symptoms. 


SUMMARY 


Classical symptoms of cardiac distress such as precordial pain, shortness of 
breath, tingling in the upper extremities, and pain radiating to the arms may 
mask peptic ulcer, cholelitiasis, cholecystitis, pancreatitis, hiatal hernia or 
amebiasis. 


Cases are presented to illustrate these topics. 


Discussed were the common electrocardiographic findings in the mentioned 
digestive disorders and the role of transaminase test in differentiating the 
cardiac from gastrointestinal pathology. 


Discussion 


Dr. Rudy Ruhling (St. Louis, Mo.):—I wonder if T wave changes are also 
present in AVL, AVF, and AVR leads of this electrocardiographic study or if 
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the author is talking about T wave variation only in the standard leads and that 
none occur in the augmented leads? 


Since patients with peptic ulcer show changes in the cardiac axis, | wonder 
if there are changes in the cardiac position in the augmented leads. For ex- 
ample: The changes from the intermediate position to a vertical or semivertical 
position. 


Dr. Frederick Steigmann (Chicago, Ill.):—I want to add just one observa- 
tion to Dr. Monat’s paper. 


I have had occasion in the past few years to see a number of patients who 
were treated as cardiacs mainly because of some of the symptoms Dr. Monat 
has presented; however, all these patients had was a severe anemia from occult 
bleeding for several months’ duration. Some of these patients had bleeding 
ulcers, some had carcinoma of the right colon, and others had other bleeding 
lesions from which they were bleeding slowly so that there were no tarry stools. 
Therefore, I think that Dr. Monat has presented a very important topic, and 
that any patient, particularly if middle aged, or an elderly individual, who 
comes in complaining mainly of symptoms like anginoid pain, tachycardia, 
palpitation, weakness, dyspnea on exertion, or even edema, should not only be 
considered as a cardiac because of his age, or even if the ECG’s show some 
slight changes, but that a gastrointestinal check-up should also be done. 


Dr. H. B. Eisenstadt (Port Arthur, Texas):-Many of the ECG changes 
described by Dr. Monat may occur even in a normal person. Some are due to 
positional deviations, some due to water and electrolyte disorders, others to 
vasovagal reflexes, anemia, etc. 


I recently saw an elderly patient with an acute myocardial infarction fol- 
lowing two days after a severe gastrointestinal hemorrhage apparently caused 
by lack of blood supply to the coronaries and not by thrombotic occlusion. 
Such cases remind us of the fact that many persons with acute gastrointestinal 
diseases, especially in the older age group have silent heart disease. 


Certainly we must not only be able to read cardiograms, but should remain 
clinicians taking care of the chest as well as of the abdomen. If a patient has a 
pain irradiating to the neck there must be, as Dr. Snapper always teaches in 
our postgraduate course, a disorder above the diaphragm. Changes of rhythm 
and heart function will also indicate cardiac involvement. Even in the absence 
of objective evidence of cardiac disease one should be very careful not to over- 
look such pathology. For instance, chest pain attributed to hiatus hernia is fre- 
quently due to additional coronary artery disease if the patient is observed long 
enough. In the acute emergencies it is essential to exclude at first a surgical 
abdomen and then to find out the presence of a cardiac condition because such 
disease must receive preferential therapy. 
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Dr. William W. Abrams (Kansas City, Kans.):—l wish to concur with Dr. 
Monat in that cardiac symptoms can arise in gastrointestinal pathology. I re- 
member in my work with dogs that when a liquid (glycerine) was injected by 
syringe into the gallbladder under pressure, there was produced a stimulation 
of its afferent nerve fibers which was subsequently reflected in changes in the 
electrocardiogram not unlike those seen in coronary artery disease. This would 
explain the incidence of precordial distress so often seen in gallbladder calculi 
and acute hydrops of the gallbladder and would necessitate careful study in 
evaluating disease in organs such as the gallbladder, and/or the heart. 


Dr. Jacob Lichstein (Los Angeles, Calif.):—1 should like to corroborate Dr. 
Steigmann’s remarks from our own experience and congratulate Dr. Monat on 
] 
bringing to our attention the importance of considering gastrointestinal dis- 
turbances as simulating cardiac disease. 


In our own experience in recent years we have been impressed with the 
importance of another important clinical entity, that of peptic esophagitis in its 
own right and in association with hiatus hernias simulating cardiac disease. 


We have used flexible tube optical esophagoscopy in many cases and have 
been impressed with the incidence of peptic esophagitis, icc. its increasing 
incidence, in recent years, and the importance of thinking of that in’ cases 
where the symptoms suggest cardiac disease. 


I can recall a number of instances of patients with previous proven myo 
cardial infarctions who had recurrences of symptoms and were very appre then- 
sive but, on careful study, proved to have coincidental diaphragmatic hiatus 
hernia with peptic esophagitis. 


Treatment for the peptic esophagitis was very effective, so that this disease 
with bleeding, with or without diaphragmatic hernia, should be listed as 
one condition simulating cardiac disease. 


Dr. Henry A. Monat (Washington, D. C.):—Thank you for the interesting 
discussion. 


I will answer first Dr. Ruhling’s question. I agree that the AVF lead 
changes are seen more often than the changes in the other leads. 


Now, Dr. Eisenstadt, | mentioned the cardiographic ECG findings were 


just a help to our diagnosis. We are supposed to be clinicians and use ou 


judgment. 


I also stated in my paper that the gastrointestinal and cardiac condi 
tions often co-exist. I have seen many diaphragmatic hernias which at the same 
time had cardiac involvement. One should not be mistaken for the other; one 
condition should not be neglected for the other. 
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Another thing which also was mentioned, is that of the ECG findings 
change. | pointed out that the ECG findings in certain digestive conditions 
change frequently, especially under treatment. Also, in anemias the ECG is 
of low voltage! They may not change without treatment but, if for instance, 
in a case of cholelithiasis you drain the gallbladder with hot water and then take 
the ECG, you will see a notable change. 


Speaking about the esophagitis, of all the symptoms suggesting cardiac 
pathology, it is, | think—not combined with hiatal hernia but alone—the easiest 
to diagnose. When they have esophagitis, patients have a pain right under the 
breast bone, and the only thing one can think of is less of the heart and more 
of the diverticulum or some obstruction in the esophagus. 


Well, I think that I have answered most of the questions, and it was a 


great pleasure to be here and a great honor to be on the program. 
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ADENOMA OF THE JEJUNUM 


Case Report 


MARTIN BANDLER, M.D. 
and 
JOHN D. JOHNSON, M.D. 
Philadelphia, Pa. 


INTRODUCTION 


The diagnosis of small bowel tumors is often made with great difficulty. 
A recent article by Patterson, et al' adequately summarizes the common clini- 
cal patterns encountered. It is our purpose to present a patient with a jejunal 
polyp who exhibited several unusual features. 


Cast Report 


A 33-year old white serviceman was admitted to the medical service on 
7 July 1957 because of a two-day history of numerous, semisolid black tarry 
ee colicky upper abdominal pain, nausea, vomiting, and hematemesis. In 
addition, he complained of weakness, dizziness, thirst, shortness of breath and 
palpitations. Two years prior to his last admission, the patient first began to 
notice colicky abdominal pain and retrosternal pyrosis which were relieved by 
milk and alkali ingestion. At that time, an upper gastrointestinal series, done in 
1955, was reported as normal and a barium enema showed only diverticulosis. 
Abdominal pain and retrosternal burning occurred frequently, during the inter- 
vening two years, and were usually relieved by food and alkali. Three months 
prior to this admission, there was one episode of melena. 


The past history revealed that the patient had first noted hair loss from 
his head and trunk in 1948. An extensive evaluation was conducted at that time 
but no cause for his alopecia could be demonstrated. Despite apparently nor- 
mal thyroid function, thyroid extract was given for three years. Hair growth 
resumed under this management until 1954 at which time the alopecia returned 
and he became completely devoid of hair except for the dorsal surface of one 
toe. In June 1955, because of the appearance of a thyroid nodule, a subtotal, 
followed in a few days by a total, thyroidectomy was performed at another 
hospital. The nodule was a follicular carcinoma with capsular invasion. There 
was no Clinical evidence of metastases at that time. The postoperative recovery 
was uneventful. 


From the Departments of Gastroenterology and Surgery, U. Naval Hospital 
Philadelphia, Pa. 

The opinions or assertions contained herein are the private ones of the writers and are 
not to be construed as official or reflecting the views of the Navy Department or the Naval 
Service at large. 
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Physical examination on admission revealed a well-nourished, obese, ex- 
tremely pale male, the pulse rate was 104 per minute, the blood pressure 135/82 
mm. Hg. There was complete alopecia except for the dorsal surface of the left 
great toe. Melena was found on rectal examination. The remainder of the 
physical examination was not remarkable. 


Laboratory studies showed a hemoglobin of 5.1 gm. per 100. c.c.; the 
hematocrit was 17 per cent. The urinalysis, serology, bleeding time, clotting 
time and prothrombin time were all within normal limits. A radioactive I! 
study revealed a 1 per cent uptake in 24 hours and a total body scan revealed 


“ 


Fig. 


no evidence of other sites of uptake. The serum cholesterol was 310 mg. per 
cent and a protein bound iodine was 1.9 micrograms per cent. A BMR was 
minus 28. A gastric analysis revealed the presence of free acid. A barium enema 
showed a few sigmoid diverticula. An upper gastrointestinal series revealed a 
jejunojejunal intussusception about 25 cm. distal to the duodenojejunal junction 


(Fig. 2). 


The patient was given four units of whole blood on the first day of his 
hospitalization in order to correct his anemia. Melena continued following his 
initial transfusions, requiring another two units of blood during the succeeding 
week. 
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On 21 August 1958, a laparotomy was performed through an upper mid- 
line incision. An adenomatous jejunal polyp, 3 cm. in diameter on a 7 em. long 
stalk was discovered approximately 15 cm. distal to the duodenojejunal junction, 
leading a jejunojejunal intussusception. The intussusception was easily reduced 
by taxis and an enterotomy was performed at this site, the polyp was easily 
delivered and excised at its base and the enterotomy was closed. Microscopic 
examination revealed a benign adenoma with no e idence of malignant changes. 
The postoperative course was uneventful. The patient was discharged to the 


Fig. 2 


outpatient department to receive further treatment for his posthyroidectomy 
hypothyroidism. 

The gastrointestinal x- ray series performed in 1955 and re ported as normal 
was procured and carefully reviewed on his last admission and a je junojejunal 
intussusception was found to have been present at that time (Fig. 1) 


COoMMEN1 


Small bowel tumors usually fall into two clinical groups, those giving pre- 
dominantly obstructive pictures and those presenting as problems in blood loss 
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The patient in our case had intermittent obstruction, characterized by recurrent 
attacks of crampy mid-abdominal pain, nausea and vomiting, over at least a 
two-year period. He also had two recognized episodes of blood loss with weak- 
ness, melena and anemia. 


It is of interest that Cronkhite and Canada* have previously reported 
syndrome of alopecia, polyposis, pigmentation, and onychotrophia. In the two 
cases they presented it was felt that the ectodermal changes were probably 
part of a generalized deficiency state due to the extensive distribution of the 
lesions in all segments of the dige stive tract. Our patient, who presented with 
a solitary jejunal polyp, was in an excellent nutritional state and did not dem- 
onstrate any evidence of altered intestinal absorption. Several thorough investi- 
gations failed to reveal any etiologic factors responsible for the alopecia, which 
we have presumed to be a purely unrelated and coincidental finding and not 
part of a definite clinical syndrome. 


The occurrence of a thyroid carcinoma in our patient several weeks prior 
to his present illness must similarly be considered to be a purely unrelated dis- 
order. 


Plain films as well as barium studies have been used to demonstrate small 
bowel tumors*. The plain films of the abdomen did not reveal any dilated loops 
of small bowel in our patient. A barium study performed, at the time of the 
onset of his symptoms, two years prior to his last admission, and one done dur- 
ing his last hospital stay both demonstrated a jejunojejunal intussusception. 
This intussusception at the site of his jejunal polyp was unfortunately over- 
looked on the initial examination. 


The patient with a benign tumor of the small bowel treated by surgical 
extraction has an excellent prognosis. It is, therefore, important to reiterate that 
there must be a high index of suspicion in patients who present with intermit- 


tent small bowel obstruction or blood loss and that these cases must be sub- 
jected to careful, meticulous and if necessary repeated roentgenographic 
examinations. 


SUMMARY 


A patient with a benign small bowel tumor was presented. The importance 
of meticulous roentgenographic studies in arriving at the correct diagnosis was 
stressed. 
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AN UNUSUAL COMPLICATION OF A 
GASTROJEJUNOCOLIC FISTULA® 


GEORGE C. GODFREY, M.D. 
JOSEPH M. MILLER, M.D. 
and 
MILTON GINSBERG, M.D 
Ft. Howard, Md. 


The incidence of gastrojejunocolic fistula has decreased considerably since 
partial gastric resection has become the operation of choice for peptic ulcer. 
Although the fistula has been due to other causes, the usual etiologic factor 
has been the presence of a posterior gastroenterostomy which has been done 
for a peptic ulcer. Bornstein and Weinshel? reported that men were usually 
affected for such a fistula was rarely seen in women. If the symptoms of a fistula 
occurred early after the creation of a gastroenterostomy, the presence of a surgi- 
cal error should be suspected. Ordinarily, months or years may elapse between 
the definitive operation and the presence of symptoms. A few instances occurred 
as early as 6 weeks and some 18 years later. They reported a patient whose fistula 
was noted 21 years following a partial gastrectomy and posterior gastroenteros- 
tomy fora duodenal ulcer. Bornstein and Weinshel? stated that the aver: ive time 
for a gastrojejunocolic fistula to appear after operation was between 4.5 years 
and 9 years. Ransom" reviewed 18 such patients and found the longest interval 
to be 26 years, the shortest 1 year, and the average 9 vears and 6 months, while 
1 was unknown. Barber and Madden! reported that in 6 patients the average 
time was 14 months, the shortest 5 weeks, and the longest 6 vears. 


The premonitory symptoms of a gastrojejunocolic fistula due to a jejunal 
ulcer may not be present. Frequently, the establishment of a fistula will result 
in the cessation of the pain due to the ulcer. 


The symptoms of a gastrojejunocolic fistula are those of an irritation of 
the bowel with frequency and looseness of the stool and, if the fistula is large 
in caliber, diarrhea. The breath may have a fecal odor and vomiting of fecal 


material may occur. A moderate to severe loss of weight may be present. 


Recently eaten food may be seen in the stool. This symptom may obscure the 
fact that the flow of fecal material from the colon to the stomach is one of the 
prime causes of symptoms. The diarrhea and associated loss of weight are fre- 
quently due to gastsroenteritis, a hyperperistalsis of the small intestine, and 
rapid passage of food, with consequent failure of digestion and absorption ot 
food. An anemia, an avitaminosis, a hypoprothrombinemia, or a hypocalcemia 
may be observed. 


*Surgical Service, Veterans Administration Hospital, Ft. Howard, Md 
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Additional support for the diagnosis of a gastrojejunocolic fistula is derived 
from the roentgenologic studies. The fistula is comparatively infrequently dem- 
onstrated by the use of a barium meal. The suspension of barium passes rapidly 
through the small intestine to the colon. The barium enema demonstrates the 
fistula easily and frequently. 


Surgical treatment of the patient should be directed toward removal of the 
gastrojejunocolic fistula and prevention of recurrence of the peptic ulcer, The 
deficiency states present must be corrected to as great an extent as possible 


Fig. 1—The roentgenogram of the abdomen after the administration of a barium meal 
showing the gastrojejunocolic fistula. 


before the operation is performed. Pfeiffer and Kent® introduced an operative 
procedure which was done in multiple stages. The first stage was the creation 
of a loop colostomy in the ascending part of the colon, This operation prevented 
the reflux of intestinal contents from the colon into the stomach and jejunum. 
The operation effected an improvement in the physical condition of the patient, 
a regression of the inflammation about the fistula, and freedom of the operative 
field from fecal contamination when the fistula was removed. In the second 
stage, the fistula was removed and a partial gastrectomy was done. The colos- 
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tomy was closed as the third stage. Mathewson* modified the first stage by doing 
« cecostomy or a colostomy in the right side of the transverse colon although 
he pre ferred the latter to the former. Lahe ‘y and Marshall® advocated a division 
of the ileum at a short distance from the ileocecal valve, inversion of the distal 
and proximal stumps, and a side-to-side anastomosis to the descending part 
of the colon as the first stage. In the second stage, the terminal part of the ileum, 
the ascending part of the colon, the transverse part of the colon, the involved 
area of jejunum, and a partial gastrectomy were done. Barber and Madden 
reported the successful use of a colostomy in the ascending colon. The authors 
suggested that a simple closure of the fistula combined with an infradiaphragm 


The roentgenogram of the abdomen after the administration of a barium enema 
showing the gastrojejunocolic fistula. 


atic partial vagectomy might prove valuable as a second stage in the treatment 


of this condition on extended clinical trial. Faxon and Shock! treated a patient 
with a gastrojejunocolic fistula by a simple restoration of the parts of the gastro- 
intestinal tract involved, but a return of symptoms led them to do a transthoracic 
vagotomy. The patient was relieved by the operation for a year at the time of 
the report. This operation may not be successful in all instances for Byrd* reports 
two patients who incurred a gastrojejunocolic fistula following a resection of 
the vagus nerves for a marginal ulcer. He suggested that in the presence of 
roentgenographic evidence of a marginal ulcer following vagectomy it is advis- 
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able to do a more radical resection of the stomach and a revision of the gastro- 
enterostomy. Localio, Stone, and Hinton’ reported the excision of a gastro- 
jejunocolic fistula and the performance of a partial gastrectomy in one stage. 
Greenfield and Diener’ did an abdominal vagotomy and an ascending colostomy 
according to the method of Pfeiffer and Kent’ as the first stage followed by a 
resection of the fistula and a gastric resection as the second stage. 


Case Report 


A 60-year old white man was admitted to the medical service of the hospi- 
tal on 2 January 1957 with the chief complaints of having passed four tarry 


Fig. 3—The roentgenogram of the abdomen demonstrating the passage of the Miller-Abbott 
tube through the gastrojejunocolic fistula two times. 


stools and of having vomited dark blood once on the previous day. Intermittent 
episodes of nausea, vomiting, and epigastric pain had occurred for about the 
last two years. The pain was relieved by an antacid which was taken as fre- 
quently as 15 times a day. During the last six months, he passed many soft 
stools. The patient had lost 75 pounds in weight. In 1924, a perforation of a 
duodenal ulcer was closed and a posterior gastrojejunostomy was performed. 
An operation for the release of adhesions in the peritoneal cavity was done in 


1925. A second perforation of a duodenal ulcer was closed in 1945. 
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The patient had been admitted to the hospital on 2 February 1949 for 
varicose veins and multiple ulcers of the left lower extremity. A high ligation 
of the left greater saphenous vein and ligation of the involved communicating 
veins and injection of some of the veins with sodium monolate was done. A 
gastroscopy was performed and evidence of a postoperative gastritis was found. 
The patient was discharged from the hospital on 14 March. 


The patient was five feet nine inches in height, looked cachetic, was thin, 
and weighed 104 pounds. A healed wound with a hernia in the lower part was 
present in the mid-line of the upper part of the abdomen, another in the right 
upper quadrant, and another in the suprapubic region. A slight degree of ten- 
derness was present in the epigastric region. Masses were not palpable in the 
abdomen. 

The hemoglobin was 8.4 gm. per 100 c.c., the red blood cells 3,200,000 per 
cmm., and the white blood cells 5,650 per cmm. of which 66 per cent were 
polymorphonuclear neutrophilic leucocytes, 22 per cent were lymphocytes, and 

per cent were polymorphonuclear cae leucocytes. The blood urea 
nitrogen was 17.6 mg. per 100 c.c. The fasting blood sugar was 71 mg. per 
100 c.c. The total protein was 6.8 gm. per 100 c.c. with the albumin being 3.2 
gm., the globulin 3.6 gm., and the albumin/globulin ratio 0.9 to 1.0. The urinal- 
ysis was within normal limits. The stool was negative for occult blood and con- 
tained large amounts of undigested food and neutral fat. 


The roentgenogram of the chest showed a slight degree of pulmonary 
emphysema. The electrocardiogram showed evidence of an old anterolateral 
infarction and a pulmonary emphysema. Roentgenograms of the abdomen after 
the administration of a barium meal showed a gastrojejunocolic fistula (Fig. 1). 

A subsequent study demonstrated a narrowed and deformed pyloric canal. This 
was interpreted to be associated with the presence of a duodenal ulcer. A fis- 
tule between the small intestine and the colon was not seen at that time. A 
barium enema demonstrated a gastrojejunocolic fistula (Fig. 


The aoe was seen by the consultant in surgery on 30 January and ¢ 
diagnosis of a gastroje junocolic fistula was made. The patient was svasedimeeel 
to the surgical service on 1 February. At that time he weighed 95 pounds. The 
gastrointestinal tract was prepared for operation. A Miller-Abbott tube was 
passed into the gastrointestinal tract on 6 February. 


At the time of operation on 8 February, the Miller-Abbott tube had passed 
into the transverse colon, had gone through the gastrojejunocolic fistula, and 
had traveled down the jejunum for a short distance for a second time. The 
tube could not be drawn through the fistula. The hepatic flexure was mobilized 
and exteriorized. The wall of the abdomen was closed about the loop of large 
intestine. A small colotomy was made and the tube was grasped with two 


arterial forceps and divided proximally to the instruments. The proximal part 
of the tube retracted but the distal part could not be moved. The colotomy was 
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closed about the tube. Two medium-sized Payr clamps were applied to the loop 
of bowel proximally to the site of exit of the tube. The colon was divided be- 
tween the Payr clamps. A catheter colostomy was made in the proximal loop 
of the colon. 


A roentgenogram of the abdomen which was made just after the operation 


demonstrated the passage of the Miller-Abbott tube through the gastrojejuno- 
colic fistula twice (Fig. 3). The postoperative course of the patient was good. 
The distal end of the Miller-Abbott tube was easily drawn from the colon on 
10 February. 


The general condition of the patient improved slowly. His weight, however, 
did not increase. 


On 5 April, a laparotomy was proposed for the necessary corrective opera- 
tion. The blood pressure fell rapidly following the start of the anesthesia. After 
restoration of the blood pressure, the operation was postponed to a later time. 


The gastrojejunocolic fistula was excised and a partial gastrectomy was 
done on 18 April. Two polyethylene tubes were passed through the nose into 
the stomach. One of the tubes was passed into the efferent loop of jejunum 
through the site of the repair into the duodenum. The other tube was pushed 
into the efferent loop of the jejunum. The ventral hernia was also repaired. 


The psstoperative course was uneventful. The colostomy was closed ac- 
cording to the method of Pauchet on 27 May. 


The weight rose to 106% pounds on 24 June. The patient was discharged 
from the hospital on 28 June. 


On 24 September, the patient was well. His weight had risen to 125 pounds. 
A ventral hernia was present in the middle of the right side of the abdomen at 
the site where the closure of the colostomy was done. 


On 23 March 1958, the patient stated that he was well. His weight was 
15S pounds. 


COMMEN' 


A number of facets of the clinical course of the patient created interest. 
About 33 years had elapsed between the establishment of a posterior gastro- 
enterostomy and the appearance of symptoms of a gastrojejunocolic fistula. A 
rapid deterioration of the physical condition occurred after the fistula became 
complete. The hyperperistalsis of the gastrointestinal tract was demonstrated 
by the rapid passage of the Miller-Abbott tube. The tube provided a demon- 
stration of the fistula and produced a rare complication. The treatment of the 
complication was interesting since such a situation rarely confronts the surgeon. 
Undue force could not be used to pull the tube back into the proximal part of 
the colon or the fistula would be torn. In addition the distal end of the tube 


566 iy 
4 
re 
* 
5, 


Godfrey et al—An Unusual Complication of a Gastrojejunocolic Fistula 


could not be cut from the main portion of the tube and allowed to pass through 
the gastrointestinal tract since the fragment could become lodged in the small 
intestine and produce an obstruction. Fortunately, the distal portion of the tube 
was subsequently easily removed. If it could not have been removed, a long 
piece of black silk would have been sutured to the cut end of the tube pou the 
fragment allowed to pass through the gastrointestinal tract until it emerged 
from the colostomy. The silk would have then been withdrawn. If the tube 
became kinked and did not pass down the intestine, the silk would be used to 
straighten the tube and perhaps permit it to pass further. If the tube became 
completely arrested and produced an obstruction, a laparotomy could be done. 
The intestine could be opened, and the tube and the silk could be removed. The 
fact that the tube could not be removed at the time of the performance of the 
colostomy should not force the surgeon to make an opening in the jejunum to 
remove the tube. 


The use of two polythene tubes in the gastrointestinal tract placed at the 
time of the definitive operation for the gastrojejunocolic fistula is advantageous 


One tube serves to decompress the duodenum. The other tube is used to pre 


vent distention of the upper jejunum during the early period after operation 
and to serve as a means of feeding the patient. 


SUMMARY 


Details of a patient in whom a gastrojejunocolic fistula formed about 33 
years after the creation of a posterior gastroenterostomy for a perforated duo 
denal ulcer were reported. The fistula was transversed twice by a Miller-Abbott 
tube. A successful result followed an operation which was done in multiple 
stages. 
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President Message 


ANNUAL PosTGRADUATE COURSE 


May I take this opportunity and a few 
minutes of your time to bring this message 
to you in regard to the Annual Postgraduate 


Course in Gastroenterology. 


Following last year’s Course, question- 
naires were sent to those who were enrolled 
in order to determine their preferences in 


how the program was to be presented. 


The Program Committee, under the direction of Dr. George K. 
Wharton, has carefully gone over the replies and the course of instruc- 
tion has been based upon these desires and criticisms, so that new sub- 
ject matters will be covered, more panel discussions will be scheduled, 


with a general improvement over previous years. 


| have seen the tentative program and can promise you one of high 
calibre, which should be interesting, profitable and stimulating and 
above all, educational for all who enroll for the three days of instruction. 
This year the Course is to be given in Los Angeles, Calif., 24, 25, 26 


September 1959 following our 24th Annual Convention. 


Members of our organization who enroll for the Postgraduate 
Course will receive formal credit towards advancement to Associate 
Fellowship in the College. Parenthetically, this Course is also recognized 


for Category II Credit by the American Academy of General Practice. 


Preliminary Announcements and application blanks will be mailed 
out within the next few weeks and I strongly urge you to take advantage 
of this opportunity to increase your knowledge and interest in gastro- 


enterology by attending and participating in this unusual program. 


Hoping of having the privilege of meeting with you in Los Angeles 


in September, I am 
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GASTROINTESTINAL TRACT 


USE OF THE T-TUBE IN) ESOPHAGOGASTROINTESTINAL SURGERY: Philip 


Thorek, Rodolfo Duran, Antonio Prado 


Fortuna, Jenya Kosyak and Robert Nery. 


J. Internat. Coll. Surgeons 29:274 (Mar.), 1958. 


The authors report the use of the T-tube 
in 30 cases of anastomoses of the gastro 
intestinal tract as a substitute for primary 
anastomosis, It has been used in two types 
of cases: 1. in anastomosis for reestablish- 
ment of continuity of any portion of the 
gastrointestinal tract where primary anasta- 
mosis seems hazardous; 2. in cases of acci- 
dental or traumatic rupture of the bowel 
where primary closure does not seem fea- 
sible. When a T-tube is used in the.esopha. 
gus or stomach, nasogastric suction becomes 


unnecessary. In the small bowel, the T-tube 
inserted at the level of the anastomosis 
provides a vent which reduces tension in 
the suture line while healing takes place 
In the large bowel, it eliminates the need 
for proximal decompressive surgery such 
as colotomy or cecostomy since no 
second operation (closure of colostomy ) is 
necessary, the postoperative recovery tiie 
is shortened 
The method is safe, simple and rapid 
LENTINO 


ESOPHAGUS 


MANAGEMENT OF BLEEDING FROM ESOPHAGEAL VARICES: Richard C. Britton. 


Cleveland Clin. Quart. 25:56 (Apr.), 1958. 


The author states that the essentials of 
emergency treatment are rapid control of 
bleeding, protection against infection, pur- 
gation of the bowel, restriction of sodium, 
and intravenous administration of dextrose. 


He states that the best emergency control 
of bleeding is balloon tamponade using the 
recently redesigned triple-lumen  Sengsta- 
ken-Blakemore tube as it offers the safest 
and most rapid effective means of control 


ihe 
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ling esophageal bleeding. In patients where 


there is a failure of balloon tamponade the 
author states that these patients must of 
necessity require immediate surgical inter- 
vention. 

It is stated that it is now apparent that 
an abnormally increased concentration of 
ammonium ions in the blood will produce 
symptoms progressing from stupor to bi- 
zarre behavior, coma and death, The source 
of the ammonium in most of these patients 
appears to be from bacterial decomposition 


of blood within the intestinal tract. As to 
treatment he recommends the administra- 
tion of neomycin and the use of purgatives 
to rid the bowel of blood, and as a second 
measure intravenous administration of argi- 
nine hydrochloride, 

Relative to the prevention of recurrent 
bleeding the author believes that it is clear 
that portacaval shunt offers the best  pro- 
tection against further bleeding. 


D. P. Hau 


STOMACH 


PEPTIC ULCER: ITS MEDICAL ASPECTS: Gordon Brander. Central African J. Med. 


3:85 (Mar.), 1957. 


Peptic ulcer of the upper gastrointestinal 
system continues to be of unknown etiol- 
ogy, and its successful treatment is ham- 
pered by this lack of knowledge. 

Gastric motility and acidity should be 
reduced by bed rest and antacids, prefer- 
ably by continuous neutralization, using 
antacid pellets that can be slowly sucked 
over long periods of time rather than by 
periodic massive neutralization. 

When motility and acidity are under con- 


trol, an almost nomal diet can be instituted 
for the older bland foods; this in some way 
enhances the rapid healing of most ulcera- 
tions, 

After complete cure irritating foods, drugs 
and substances should be proscribed, at 
least, empirically, for a complete gastric 
system is preferred to one that presents the 
unpleasant postgastrectomy syndrome. 


J. Epwarp Brown 


ANTACID THERAPY IN PEPTIC ULCER; George K. Wharton and Kent L. Osmon. 


Clin. Med. 5:647 (May), 1958. 


The main objection to the use of alumi- 
num hydroxide in peptic ulcer therapy is 
its constipating action, 

Wharton and Osmon investigated a group 
of 100 peptic ulcer patients and report that 


Gelusil (colloidal alumina gel mag- 
nesium trisilicate) is much less constipating 

than aluminum hydroxide. 
Other aspects of treatment are discussed. 
Deutrscu 


EFFECT OF “NACTON” IN PATIENTS WITH DUODENAL ULCER: A. H. Douth- 
waite and J. N. Hunt. Brit. M. J. 5078:1030 (3 May), 1958. 


This article is a report of the investiga- 
tion of a new drug, Nacton, in the treat- 
ment of duodenal ulcer. 

Twenty-three patients with duodenal ul- 
cer and 2 with gastric ulcer were studied 
with 321 test meals and gastric analyses. 

The drug was found to be quite effective 
in reducing gastric secretion of acid and it 
had the usual side-effects of all atropine- 
like drugs. However, the side-effects did 
not ordinarily appear until the dosage was 


more than large enough to control the gas- 
tric acidity. It was recommended by the 
authors that this drug be used in gradually 
increased dosages until side-effects were 
produced and then dropping back one step 
on the dosage regime. It was noted that 
effective dosages of the drug produced lit- 
tle change in the emptying time of the 
stomach. 


Joun LepBetrer 
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Sarcomas of the stomach make up 1 per 
cent of all gastric neoplasms, of which 50 
per cent are lymphosarcomas. 

In the small bowel, lymphosarcomas oc- 
cur as frequently as adenocarcinomas, They 
usually occur in a younger patient, with 
good nutrition, without gross anemia, with 
normal gastric acids and a palpable mass 
in the epigastrium, in the case of stomach 
involvement. In the small bowel tumors, 
there may be obstruction, intussusception, 


ABSTRACTS 


INTESTINES 


LYMPHOSARCOMA OF THE GASTROINTESTINAL TRACT: John W. 
J. Michigan M. Soc. 57:555 (Apr.), 1958. 


Strayer. 


perforation, recurrent abdominal pains, 
weight loss, constipation or diarrhea. 
Diagnosis is usually made on the operat- 
ing table, after biopsy is taken. Surgical 
removal followed by radiation offer best 
hope. Gastric lymphosarcoma carries a 
more favorable prognosis than adenocarci- 
noma. Lymphosarcoma of the small bowel 
and colon carries a relatively poor prog- 
nosis. 
Saut A. SCHWARTZ 


THE METASTATIC CARCINOID SYNDROME: Richard C. Bates and Leo W. Walker. 
J. Michigan M. Soc. 57:559 (Apr.), 1958. 


The author reports a case in a 50-year 
old white man with a carcinoid tumor of 
the distal ileum with metastasis to the 
lung, liver, regional and _ peripancreatic 
lymph nodes. The patient presented almost 
all of the symptoms and structural defects 
attributed to this serotonin-producing tu- 
mor, including pulmonary and_ tricuspid 
valve involvement. 

He discusses the pathogenesis of the va- 


47:179 (Apr.), 1958. 


The challenge is one of prevention and 
cure. Etiologically, abscess and fistula re- 
sult from cryptitis in 85 per cent of cases. 
There are two diagrams of text-book de- 
sign, my low level anal fistulas pierc- 
ing the wall between the subcutaneous and 
the superficial portions of the external 
sphincter; and high lying anorectal fistulas 
which go between the superficial and deep 
portions, with extensions up to the supra- 
levator spaces. 

The author correctly cautions against 
surgery in the face of diarrhea, except for 
incision and drainage of the acute abscess. 


THE CHALLENGE OF FISTULA-IN-ANO: 


rious findings associated with this condi- 
tion. Of interest are the pellagral symptoms 
of diarrhea, dermatitis and psychoneurosis 
as the result of excessive consumption of 
tryptophan, a precursor of niacin, in the 
production of serotonin. He suggests the 
use of the urinary test for the metabolite, 
5-hydroxyindoleacetic acid in suspected 
cases, 

A. SCHWARTZ 


Leonard J. Rabhan. J. M. A. Georgia 


The importance of the anorectal ring, called 
the “critical circle” is also stressed, and the 
use of a seton in a staged procedure is ad- 
vocated where this layer is involved. This 
warning will prevent incontinence. 

Failure of surgical cure results from fail- 
ure to find the primary opening, suture of 
the wound edges, failure to saucerize or 
allowing bridging to occur. The two com- 
plications mentioned are stricture and in- 
continence; the former due to unrecognized 
ulcerative processes. The repair in each 
case is lightly discussed. 

NorMAN L. FrREUND 


ACUTE APPENDICITIS: J. A. Campbell and D. C. McPhail. Brit. M. J. 5075:852 
(12 Apr.), 1958. 


Acute appendicitis, particularly in the 
extremes of age where the clinical signs 
and symptoms are so atypical, is still a 
diagnostic headache to the general practi- 
tioner as well as to the surgeon. Until 1938 


death resulting from acute appendicitis 
was constantly high. With the introduction 
of chemotherapy and antibiotics, the num- 
ber of deaths have been reduced to almost 
half. In a group of 549 patients admitted 
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to the Edinburgh Royal Infirmary with a 
diagnosis of acute appendicitis, 20 per cent 
had a spread of the infection beyond the 
appendix. Perforation occurred in 14 per 
cent before surgical intervention. There 
were six deaths in this series, an over all 


mortality of 1.08 per cent. In the group 
where infection hak nek spread beyond the 
appendix, the mortality rate was only .23 
per cent, which is the irreducible minimum 
for any surgical procedure. 

ABRAHAM J. BRENNER 


FRAMYCETIN IN INFANTILE GASTROENTERITIS DUE TO PATHOGENIC ESCHE- 
RICHIA COLI: R. Louwette and A. Lambrechts. Brit. M. J. 5075:868 (12 Apr.), 1958. 


Framycetin sulfate (Soframycin) is a 
new antibiotic produced by a strain of 
streptomyces. Parenterally this substance is 
extremely toxic. Given orally, however, be- 
cause of its poor absorption through the 
gut, it is harmless at the prescribed levels 
(50 mg. of flavored water soluble powder 
er kg. daily for 5 days.) Framycetin is 
=bacteriostatic bactericidal. In 
vitro, its action on E. coli strains is superior 
to that of chloramphenicol and _tetracy- 
clines, 

The authors accept the effectiveness of 
neomycin in the treatment of E. coli gas- 
troenteritis. They claim similar, if not better 


results, with framycetin in a group of 25 
infants from 7 days to 7 months old af- 
flicted with E. coli gastroenteritis. 

Whereas neomycin has been found to 
have toxic effects on the kidneys, extensive 
urine analyses and blood urea examinations, 
both during and after treatment with fra- 
mycetin, revealed perfectly normal readings 
in this group of 25 very sick infants. 

In conclusion they find framycetin a new 
antibiotic very effective and nontoxic in the 
treatment of E. coli gastroenteritis in the 
newborn and infants. 


ABRAHAM J. BRENNER 


ACUTE ENTERITIS AMONG HOSPITALIZED PATIENTS: Hyman Fisher. Med. Times 


86:481 (Apr.), 1958. 


The author discusses acute enteritis in 
primary relation to antibiotics, staphlococci 
and surgical therapy. In these conditions 
there is no common etiologic basis. They 
are characterized by two basic pathological 
changes, catarrhal and membraneous. 

Antibiotics may cause acute enteritis by: 
1. toxic or irritative reactions; 2. emergence 
of drug resistant bacteria; 3. alteration of 
intestinal flora; 4. superinfection. 

Staphlococci-resistant strains have emerged 
from the use of penicillin and the mycins 
and are found mostly in hospital patients. 
Staphloccal enteritis has occurred when 
antibiotics have been given by parenteral 


as well as by oral routes and has occurred 
in patients who received no antibiotics. 
Staphlococci isolated from the intestinal 
tract of patients who has enteritis follow- 
ing antibiotic therapy produce an entero- 
toxin which causes a generalized toxemia. 

There has been no increase in the inci- 
dence of pseudomembraneous enterocolitis 
associated with the postoperative state 
alone during recent years. Clinically, acute 
enteritis can be a rather mild disease with 
transient diarrhea or it can be a fulminat- 
ing and fatal disease. 


A. SCHWARTZ 


SACRAL DECUBITUS AND PROCTOLOGIC COMPLICATIONS: Jacob Reichert. Am. J. 


Proct. 9:130 (Apr.), 1958. 
The most affected parts of the body sus- 


ceptible to decubitus ulcers are the areas 
over bony prominences, such as the sacral, 
ischiol, and trochanteric areas. Chronic 
wasting diseases, and especially a 
are prone to ulcer formation, and these 
ulcers are then contaminated by bacteria, 


fungi, or protozoa originating from the 
body fluids. Excellent nursing care plus the 
Stryker Turning Device may help prevent 
bedsores. 

In paraplegics an artificial abdominal 
anus may be of great value to prevent ulcer 
contamination. A high protein, mineral, 
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and vitamin diet, carefully planned and 
tastefully prepared, is most helpful in pre- 
venting further debilitation. Blood electro- 
lytes should be carefully watched, and kept 
within normal limits. The author has used 
“Norethandrolone”, for its anabolic value. 


Concentrated hydrophilic compounds are 
helpful in bowel elimination, and may be 
accompanied by a wetting agent, as dioctyl 
sodium sulfosuccinate. 


SAMUEL M. GILBERT 


PRACTICAL MANAGEMENT OF PRURITUS ANI: William Lieberman. Am. J. Proct. 


9:111 (Apr.), 1958. 


The treatment of pruritus ani requires 
the analysis of the etiological cause, and its 
removal if possible. Local hygiene includ- 
ing witch hazel washes, plus a soothing 
protective application of starch and zinc 


oxide, and hydrocortisone ointment in more 
severe cases, was used by the author with 
good results. Associated constipation diffi- 
culties should be controlled. 

SAMUEL M. GILBERT 


ABSCESS AND FISTULA OF THE ANORECTUM: Manuel G. Spiesman. Am. J. Proct. 


9:120 (Apr.), 1958. 


Abscesses should be drained by a large 
crucial incision under general anesthesia, 
and the abscess cavity painted with 50 per 
cent phenol in oil, and packed with iodo- 
form gauze for 48 hours. After that hot 
sitz baths should be used. Accompanying 
crypts or fistulous tracts should be incised 
immediately after the above abscess proce- 
dure, thereby often removing the need for 
a second operation. 


An anorectal fistula is the suppurating, 
tubular, contracted remains of an abscess. 
The author prefers the incision method for 
treatment, and opens the tract from the 
internal to the external opening over a 
groove director, The base is curetted and 
cauterized with 95 per cent phenol or 
fuming nitric acid. 


SaMuEL M. GILBERT 


ANEMIAS OF COLONIC DISEASES: Jack J. Rheingold. Am. J. Proct. 9:115 (Apr.), 


1958. 


The use of blood in the treatment of the 
anemias associated with colonic disease is 
of great benefit and is often lifesaving. 
However, the author stresses that the cause 
of the bleeding should be removed when- 
ever feasible. Blood transfusions are espe- 
cially helpful in severe ulcerative colitis, in 
sepsis cases, and in the proper surgical 
preparation of those patients who have lost 
considerable weight and blood protein in 


their illness. The author warns against the 
indiscriminate use of transfusions since 
there is a mortality of 1:1000 to 1:3000, 
and 3-4 per cent of all transfusions are 
associated with some sort of a reaction. 
Blood transfusions should never be used as 
a “tonic”, and especially not for the “main- 
tenance of the morale of anxious relatives”. 


SAMUEL M. GILBER1 


ADENOCARCINOMA OF THE VERMIFORM APPENDIX: A CASE REPORT AND 
REVIEW OF THE LITERATURE: L. P. Muller and Max T. Taylor. J. Indiana State 


M. A. 51:488 (Apr.), 1958. 


The case report concerns a 61-year old 
Caucasian female who became suddenly ill 
16 March 1957. Symptoms pero of 
abdominal pain and distention, anorexia, 
and vomiting. Examination revealed con- 
siderable distention with diffuse 
tenderness in the lower abdomen, particu- 


larly in the right lower quadrant. Explora- 
tory laparotomy was performed the next 
day after institution Pao antibiotics 
and restoration of fluid electrolyte balance. 
Generalized peritonitis was found secondary 
to a ruptured appendix. An appendectomy 
was performed and the abdomen closed 
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without drainage. Pathological study dis- 
closed adenocarcinoma without visible me- 
tastases. 

The patient appeared in good health at 
the time of her Yast examination 11 months 
later. 

Neoplasms of the appendix may be di- 
vided into three histologic types: the most 
common being carcinoid tumor; the next 
most common being malignant mucoceles; 
and the least comon being adenocarcinoma 


of the colonic type. A total of 71 cases 
have been reported of adenocarcinoma of 
the appendix between 1930 and 1954 with 
approximately 10 additional cases being re- 
ported since that time. Prognosis is better 
than carcinoma of the colon, apparently as 
a result of the fact that surgery is per- 
formed earlier because of acute symptoms 
developing before invasion and metastasis. 


JoserH E. WALTHER 


LIVER AND BILIARY TRACT 


CHOLORRHEA FOLLOWING RELIEF OF OBSTRUCTION OF THE BILE DUCTS 
DUE TO STRICTURE: A. White and T. McW. Millar. Scottish M. J. 3:131 (Mar.), 


1958. 


Cholorrhea (or cholorragia) is the se- 
cretion of 2,000 c.c. or more of bile in 24 
hours. 

It usually occurs from a fistula and 
follows operative relief of chronic extra- 
hepatic associated with second- 
ary liver damage. The condition is rare, but 
a very serious one. 

The mechanism of cholorrhea is attrib- 
uted to the transudation of plasma in the 
intrahepatic portal radicles in the enlarged 
liver. This occurs when the pressure in the 


dilated small ducts is relieved. This condi- 
tion may be transitory or sustained and is 
usually associated with irreversible liver 
failure. 

The authors recommend slow decom- 
pression of the hepatic ducts at the time 
of surgery. This is accomplished by re- 
stricted T-tube drainage. In all cases, 
cholangiography should be done to rule out 
obstruction at the ampullary end of the 
common duct. 

THEODORE COHEN 


PRIMARY CARCINOMA OF THE GALLBLADDER: Edgard Barbosa and Robert G. 
Rate. J. Internat. Coll. Surgeons 29:281 (Mar.), 1958. 


The history and incidence of carcinoma 
of the gallbladder is briefly reviewed. The 
authors reviewed 1,055 cases of cholecys- 
tectomy and found 10 cases of cholecystic 
adenocarcinoma. They feel the incidence of 
carcinoma of the gallbladder is decreasing 
because cholecystectomies are being per- 
formed more routinely than they used to 


be. 


Radical operation, dissection of the re- 
gional al glands and partial hepatec- 
tomy does not insure cure of the disease. 

The authors suggest prophylactic chole- 
cystectomy in the early stages of cholecystic 
disease. This is the best hope for con- 
tinuing to reduce the incidence of carci- 
noma of the gallbladder. 


ABRAHAM BERNSTEIN 


SURGERY OF THE BILIARY TRACT: Claude J. Hunt. J. Internat. Coll. Surgeons 


29:288 (Mar.), 1958. 


The author presents his personal convic- 
tions about biliary tract surgery. He is con- 
vinced that gallstones, when detected, 
should be removed by cholecystectomy be- 
cause delay may result in ductal obstruc- 
tion, cholangitis, acute infection of the pall. 
bladder, and hepatic complications from 
which the patient may never fully recover, 


even though he has been successfully oper- 
ated upon. The author discusses the role of 
liver function tests, oral cholecystography, 
and oral and intravenous cholangiography 
for diagnosing the diseases of the liver and 
biliary ducts. The author strongly feels that 
the noncalcarous gallbladder, or the gall- 
bladder that is visualized but shows slow 
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and retarded emptying, should not be re- least possible amount of surgical trauma. 
moved surgically. He feels that symptoms The author further presents his six indica- 
are not relieved in such cases and that even tions for exploration of the common bile 
when gross cholesterosis is present, choles- duct at operation: 1. A palpable stone in 
cystectomy fails to relieve the patient of the duct; 2. Dilatation of the duct; 3. Jaun- 
the symptoms. The author feels that acute dice or the history of jaundice; 4. Small 
cholecystitis is an emergency for which the stones in the gallbladder, with a patent 
patient should be operated as soon as he is cystic duct; 5. Murky flocculent bile found 
prepared, He believes that the gallbladder by aspiration of the duct; 6. Small gall- 
should be removed rather than drained, ex- bladder with stones and an enlarged com- 
cept in those few instances in which age, mon duct. 

cardiac condition, or some other systemic 

or unfavorable local condition demands the WaLTER LENTINO 


RECENT OBSERVATIONS IN PERCUTANEOUS SPLENOPORTOGRAPHY AT 
CHULALONGKORN HOSPITAL: Tawan Surawongse Bunnag. J. Internat. Coll. 
Surgeons 29:296 (Mar.), 1958. 


The author summarized her experience seen, When both liver and spleen are en- 
with 27 cases of splenoportography. Fol- larged, large, coiled, unusual collaterals are 
a the percutaneous injection of dye noted. 
into the spleen, serial roentgenograms of a One case of benign tumor in the liver 
normal patient show a characteristic course showed displacement of the blood vessels. 
of the splenic vein into the portal vein, Three cases with metastasis in the liver 
bifurcating into two main branches which are described: These produced displace- 
subsequently ramify and narrow down ment of the vessels in the early phase of 
smoothly, and finally complete opacification the study, and filling defects in the later 
of the liver occurs, —— a “hepato- “hepatogram”. 
gram”. In patients with cirrhosis of the Three cases of amebic abscess, however, 
liver, reflux of dye into the tributaries of while showing avascular areas, did not 
the portal and splenic veins occurs, as well demonstrate displacement of vessels about 
as opacification of the collateral veins, and these areas, but simply absence of the ves- 
the intrahepatic portal venous pattern sels because of necrosis, since these areas 
changes: The veins are firm, stiff, short and were destroyed, rather than pushed aside. 
straight, and decreased suddenly in char- Compensatory hypertrophy of healthy 
acter. liver occurred in such cases. 

The degree of collateral vein formation The author stresses the value of splenal 
depends upon the size of the liver and portography in the differential diagnosis of 
im When both are small, few collat- liver diseases, and in assisting the develop- 
erals are seen. When the liver is small but ment of hepatic surgery. 
the spleen is large, more collaterals are WALTER LENTINO 


THE NATURAL HISTORY OF POSTNECROTIC CIRRHOSIS: A STUDY OF 221 
AUTOPSY CASES: Richard A. MacDonald and G. Kenneth Mallory. Am. J. Med. 
24:334 (Mar.), 1958. 


The authors present an analysis of the in such patients. Patients with postnecrotic 
clinical, laboratory and pathological fea- cirrhosis at autopsy who had a history of 
tures of 221 cases of postnecrotic cirrhosis previous jaundice (presumably viral hepa- 
in which autopsies were performed at the titis) had followed one of two clinical 
Mallory Institute of Pathology during the courses after the episode of jaundice. Two- 
years 1917 to 1956. Limited and inferential thirds of patients Fad been relatively well 
evidence is presented that cirrhosis of the for a period of years (average of 15 years), 
postnecrotic type may follow hepatitis. No after which time ascites, jaundice or right 
evidence was found, however, that a sud- upper quadrant pain had occurred. From 


den and massive liver insult had occurred the time of appearance of these features 


ae 
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the duration of life was only two months 
in two-thirds of the group, but it averaged 
six years for the remaining one-third. The 
second clinical course was followed by ap- 
proximately one-third of patients. In this 
group the interval from jaundice to the oc- 
currence of ascites, recurring jaundice or 
right upper quadrant pain was less than a 
year, and the length of survival, once these 
signs appeared, ~——s only 17 months. 

e presenting 7 aints of patients in 
this study were chiefly ascites and edema, 
abdominal pain, and hematemesis. Abdom- 
inal pain was especially frequent —_ 
patients with — carcinoma, Age an 
sex of patients did not differ greatly from 
other patients with cirrhosis or from the 
pss autopsy population of the institute. 
Postnecrotic cirrhosis was relatively fre- 
quent among Chinese. Approximately one- 
half of the patients had consumed alcoholic 
beverages to excess, the other half drank 
little or no alcohol. An adequate diet was 
claimed by approximately two-thirds of the 
patients. Laboratory and liver function tests 
were characteristic of patients with cirrhosis 
but no specific alterations for postnecrotic 


cirrhosis were found. At autopsy, the liver 
tended to be smaller than normal and nod- 
ules of liver tissue tended to be large and 
irregular; the spleen likewise tended to be 
enlarged at autopsy. Bloody ascites was 
found in 23 per cent of patients with he- 
patic carcinoma compared with a frequency 
of only 2.5 per cent of patients with un- 
complicated postnecrotic cirrhosis. Esopha- 
geal varices were found at autopsy in 52 
per cent of patients; of these, one-half 
showed evidence of active, recent bleeding. 
The principal causes of death were infec- 
tion and gastrointestinal bleeding. Thirty- 
five per cent of patients had infectious dis- 
ease at autopsy, and these were chiefly 
pneumonia, peritonitis, and pyelonephritis. 
Hepatic carcinoma occurs in 14 per cent of 
cases. Relatively few diagnostic features 
clinically distinguished patients with post- 
necrotic cirrhosis and hepatic carcinoma 
from patients with uncomplicated post- 
necrotic cirrhosis. The authors feel from 
the present study there is little doubt that 
postnecrotic cirrhosis is both clinically and 
anatomically a true cirrhosis. 

Joun M. McManon 


CIRCULATORY CHANGES IN CHRONIC LIVER DISEASE: John F. Murray, A. M. 
Dawson and Sheila Sherlock. Am. J. Med. 24:358 (Mar.), 1958. 


The circulatory findings in 24 patients 
with portal cirrhosis were compared with 
results in six patients with biliary cirrhosis, 
six patients with extrahepatic portal vein 
obstruction, and 14 normal subjects. Half 
the patients with portal cirrhosis had a 
cardiac index above the upper limits of 
normal, Clinically these patients had evi- 
dence of increased met ee blood flow 
and ejection systolic murmurs. An increased 
total blood volume, mainly plasma volume, 
was found in patients with portal cirrhosis 
who had an increased cardiac index, a 
large portal systemic collateral circulation, 
desaturation and low serum 
albumin levels, Four patients had low arte- 
rial oxygen saturation. Cardiac catheteriza- 


tion data in one patient and studies in two 
others suggest that the arterial desaturation 
may be due to the shunting of blood 
through pulmonary arterovenous anastomo- 
ses. In most patients with portal cirrhosis 
the increased cardiac output was tolerated 
without evidence of decompensation. Con- 
gestive heart failure was present in one 
patient. As liver function and clinical status 
of patients with portal cirrhosis improved 
the cardiac output returned toward normal. 
The mechanism production of the hyper- 
dynamic circulatory state and portal cirrho- 
sis is unknown. There is profound vasodila- 
tion and the mechanism of this is discussed. 


Joun M. McManon 


INTERMITTENT OBSTRUCTIVE JAUNDICE IN HODGKIN’S DISEASE: Grant R. 
Diessner and Frank J. Heck. J. Lancet 78:99 (Mar.), 1958. 


A case report is given of a patient with 
Hodgkin’s disease in whom intermittent ob- 
structive jaundice developed. The jaundice 
was relieved on four occasions by the use 


of nitrogen mustard. This fact lends sup- 
port to the opinion that jaundice does not 
contraindicate the use of nitrogen mustard 
in Hodgkin’s disease. The current concepts 


: 
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of the mechanism responsible for the pro- 
duction of jaundice in Hodgkin’s disease 
are reviewed. This includes hepatic involve- 
ment in about a half the patients who have 
Hodgkin’s disease as well as obstructive 
jaundice caused by Hodgkin’s. The author 


states that intrahepatic involvement or di- 


rect involvement of the main bile duct is 
more likely to cause obstructive jaundice 
in Hodgkin’s disease than is pressure or 
compression of the extrahepatic bile ducts 
by enlarged peribiliary nodes or tumors. 


Joun E. Cox 


CHOLELITHIASIS IN THE TEENAGER: Peter Beaconsfield and Herman A. Jacobson. 


Illinois M. J. 113:121 (Mar.), 1958. 


The authors present three cases of chole- 
lithiasis in young females ages 14, 16 and 
19. In two of the cases attacks occurred 16 
and 4 weeks postpartum. These cases are 
unusual variations of a common condition 


because of the ages of the patients. One 
should be alerted to the fact that this dis- 
ease may be present in the young. The 
treatment is the same regardless of age. 
ABE ALPER 


PANCREAS 


ACUTE PANCREATIC NECROSIS: Andreas D. Demetriades and Silik H. Polayes. 


Am. J. Digest. Dis. 3:427-435 (June), 1958. 


The paper surveys 32 patients in whom 
the clinical diagnosis was confirmed on 
operation and/or autopsy. Of the 32 pa- 
tients, 25 were admitted to the hospital 
while 7 were dead on arrival. Most of the 
patients came from a poor economic level 
and were malnourished. Sixty-five per cent 
of the patients drank to excess, and in 
most instances the initial attack appeared 
to be precipitated by an excess of alcoholic 
intake. The mortality was 62.5 per cent. 
Only 22 per cent of the fatal cases had 


gallbladder disease, and only 50 per cent 
showed elevated serum amylase. The mor- 
tality rate was 50 per cent in the 41-50 age 
group, 75 per cent between 51 and 60, 
100 per cent between 61 and 70 years. All 
3 hypertensive patients died in peripheral 
pri: sane collapse, and a known diabetic 
died with intractable diabetic acidosis. Six 
of 7 patients who developed marked hyper- 
glycemia died and in all six the serum 
amylase values were normal. 

WALTER CANE 


FATTY LIVER, PANCREATIC FIBROSIS AND MILD DIABETES MELLITUS: Grand 
Rounds Medical Conference. Missouri Med. 55:598 (June), 1958. 


In discussion of the case we are told that 
many diabetic patients are found to show 
evidence of pancreatic-acinar dysfunction 
by evidence of low serum diastase, steator- 
hea and abnormal duodenal drainage on 
secretin stimulation. Dr. Richard Best took 
part in the discussion and made the point 
that depancreatized animals as well as pa- 
tients, if given enough insulin and no di- 
gestive enzymes will be sugar-free but will 
develop large deposits of fat in their livers. 
This fat will disappear when the animal is 
given pancreatic enzymes, choline, lecithin 
or methionine. Thus this abnormal amount 
of fat deposit in the liver is not the usual 
fatty deposit found in diabetics as a result 


of lack of insulin but rather due to lack of 
lipotrophic substance. 

The authors conclude that cases of mild 
diabetes develop fatty infiltration of the 
liver unless treated with insulin. Lipo- 
trophic substances will be of little or no 
value in reducing the fat deposits in these 
cases. In some diabetics where pancreatic- 
acinar tissue becomes fibrosed or the pan- 
creatic ducts become diseased thus limiting 
pancreatic enzyme secretion, deposit fat be- 
comes mobilized and causes severe fatty 
infiltration of the liver. These cases will 
respond to treatment with pancreatic en- 
zyme, lecithin, choline or methionine. 

ABRAHAM J. BRENNER 
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PATHOLOGY AND LABORATORY RESEARCH 


DOES THE GASTRIC ANTRUM ELABORATE AN ANTISECRETORY HORMONE?: 
Edward R. Woodward, William E. Trumbull, Herbert Schapiro and Louis Towne. Am. 


J. Digest. Dis. 3:204-213 (Mar.), 1958. 


The pyloric antrum me the hor- 
mone gastrin that mediates the gastric 
phase of gastric secretion. The presence of 
acid in concentrations approaching 1/10 N 
inhibits this effect; is this the result of an 
antisecretory hormone? 


The authors failed to find evidence of 
such in four dogs prepared with isolated 
pouches of the gastric antrum in addition 
to Heidenhain pouches on whom perfusion 
experiments were performed. 

Water CANE 


THE INFLUENCE OF CHANGES IN GLYCEMIA ON GASTRODUODENOJEJUNAL 
KINETICS: T. Sparchez, S. Stoichitza, O. Stanciu, B. Gheorghiesco and Lia Ifrim. 
Arch. mal. app. dig. 47:135-145 (Mar.), 1958. 


The relationship between glycemia and 
the dynamics of digestion in man is based 
according to Pavlov’s conception on the 
“alimentary center”. 

There is a triple connection between the 
glucose and the dynamics of digestion: 

a. The increase in glycemia brings about 
the inhibition of digestive kinetics and the 
decrease in glycemia reinforces digestive 
kinetics (by modification of the excitability 
of the alimentary center). 

b. The introduction through the duo- 
denum or jejunum of a glucose 
solution causes the inhibition of gastric 
kinetics by a reflex mechanism. 

c. The introduction of a hypertonic glu- 
cose solution into the duodenum or the 


small intestine is followed by the inhibition 
of the kinetics of the small intestine (due 
to the direct action of the glucose on the 
digestive tube). 

The close connection between glycemia 
and digestive kinetics has enabled us to 
perfect a test (viscerographic 
test) which shows the value of vagotomy 
in man and distinguishes between the 
hypoglycemic syndrome of gastrectomized 
patients and the syndrome of rapid evacu- 
ation. 

The close relationship existing between 
glycemia and the kinetics of digestion holds 
out the prospect of an interesting study of 
the mechanism which produces hunger. 

Guy ALBor 


THE COLORIMETRIC DETERMINATION OF LEUCINE AMINOPEPTIDASE IN 
URINE AND SERUM OF NORMAL SUBJECTS AND PATIENTS WITH CANCER 
AND OTHER DISEASES: Julius A. Goldbarg and Alexander M. Rutenburg. Cancer 


11:283 (Mar.-Apr.), 1958. 


Leucine aminopeptidase is present intra- 
cellularly in animal tissues and is normally 
found in human serum and urine. It is 
secreted by the small intestinal mucosa and 
is involved in the terminal phases of pro- 
tein digestion. The levels appear to be 
higher in men than in women. 

In the authors’ study, patients with ma- 
lignant tumors had elevated leucine amino- 
peptidase levels in the urine in 46 per cent 
of cases preoperatively. Patients with be- 
nign lesions had normal levels. Although 
both groups had elevated levels just after 


surgery, the patients with benign tumors 
had a return to normal levels within 30 
days, whereas the cancerous group had 
elevations which lasted more than 30 days. 
Metastatic disease gave persistently ele- 
vated levels. Serum leucine aminopepti- 
dase appears to be increased in pregnancy 
and in the early postpartum period. If the 
serum values are increased, urine levels are 
always high. However, the opposite does 
not necessarily hold true. 

In this paper a new colorimetric method 
for the determination of leucine aminopep- 
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tidase is described, and the authors suggest 
that a significant elevation of the latter in 
the urine may be helpful in making the 


diagnosis of malignant disease, particularly 
of the colon. 
PHroporre Comen 


MEASUREMENT OF RED-CELL LOSS FROM GASTROINTESTINAL TRACT, USING 
RADIOACTIVE CHROMIUM: N. C. Hughes Jones. Brit. M. J. 5069:193 (1 Mar.), 


1958, 


Blood loss in the stools from six patients 
known to be bleeding from the gastro 
intestinal tract was estimated quantitatively 
by labelling samples of their red cells and 
reinjecting them into their circulations. 
Radioactive chromium 
the tagging agent. 


(71Cr) was used as 


In two control subjects not bleeding from 
the gastrointestinal tract there was a very 


slight recovery of °'Chromium from the 


stools. 

From a detail study of these eight  pa- 
tients the authors concluded that this meth 
od of determining blood loss is practical, 
even though it underestimates the actual 
blood loss. The daily blood loss must) ex- 
ceed cu before it can be estimated or 
detected by this method. 


A. Susinno 
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BOOK REVIEWS FOR GASTROENTEROLOGISTS 


ANOMALIES OF INTESTINAL ROTATION AND FIXATION (INCLUDING MESEN- 
TERICOPARIETAL HERNIAS): Roberto L. Estrada, B.Sc., M.D., C.M., D. Surg. 
(McGill), F.R.C.S. (C), F.A.C.S., Demonstrator in Surgery, McGill University, Mon- 
treal, Canada, Assistant Surgeon, The Montreal General Hospital, Montreal, Canada, 
Assistant Surgeon, Reddy Memorial Hospital, Westmount, Canada. 161 pages, illus- 
trated. Charles C. Thomas, Springfield, IIL, 1958. Price $6.50. 


The author attempted to describe the 
anomalies of intestinal rotation and_ their 
symptomatology caused by these variations. 
It will be of interest to the physician to 


recognize that these variations may pro- 
duce symptoms which are recognizable 
roentgenologically and some of them amen- 
able by surgery. 


HOW TO LIVE WITH DIABETES: Henry Dolger, M.D., Chief, Diabetic Clinic, Mt. 
Sinai Hospital, New York, N. Y. and Bernard Seman. 192 pages. W. W. Morton & 
Company, Ine., New York, N. Y., 1958. Price $3.50. 


Presumably written for the lay diabetic, 
the reviewer recommends that all physi- 
cians read Dr. Dolger’s book. It will give 
the physician an insight into the various 
aspects of the disease, its complications and 
how best to guide the diabetic patient. 


The chapters on diet, the use of insulin, 
Orinase, the diabetic child, the diabetic 
adult and chapter 15, from “Today to To- 
morrow’, are recommended to be read and 
reread. 


THE PRINCIPLES AND PRACTICE OF MEDICINE—A TEXTBOOK FOR STUDENTS 
AND DOCTORS; Sir Stanley Davidson, B. A. Cantab., M.D., F.R.C.P., Ed., F.R.C.P., 
London; M.D. Oslo, Physician to Her Majesty, The Queen of Scotland, etc., etc., and 
the Staff of the Department of Medicine, University of Edinburgh and Associated 
Clinical Units. Fourth Edition. 1067 pages, illustrated, some in color. The Williams & 


Wilkins Company, Baltimore, Md, 1958 


Medical students in the third and fourth 
years as well as general practitioners, will 
find Davidson’s Principles and Practice of 
Medicine a ready and informative reference. 

The short but comprehensive description 
of a subject makes it easy to read and to 
assimilate the author's viewpoint. It does 
not go rambling through many theories as 
found in other texts. As an example, the 
reader will find a description of “Coarcta- 
tion of the Aorta” on page 190 with a de- 
scriptive illustration on page 191. This is a 
simple and concise example of what the 
reviewer means. On page 216, “Simulation 
of Heart Disease”, ete., is another example 


. Price $8.00. 


of the simplicity of conveying an idea to 
the reader. Page 680, “Disturbances in 
Water and Electrolyte Balance and in Acid 
Base Equilibrium”, is recommended to be 
read by students and physicians. 

Pages 703-882, “Diseases of the Diges- 
tive System”, cover the entire phase of this 
part of the anatomy. 

A short but comprehensive list of diets 
on page 1029 and comprehensive index 
complete the volume. 

The reviewer is well pleased with this 
handy reference book and recommends. it 
highly for students as well as all physicians. 


RECENT ASPECTS DEALING WITH EXPERIMENTAL ULCERS: Dr. Rene Lambert, 
Assistant to the Faculty of Medicine, Lyon, France. 480 pages, illustrated. Library 


Arnette, Paris, France, 1958. Price 3000 fr. 


A complete volume dealing with the pro- 
duction of experimental ulcers, this book 
is well written, beautifully printed with an 
extensive bibliography. 


Physiologists and laboratory researchers 
are recommended to read this monograph 
provided they are well versed in the 
French language. 
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TABLETS 


patient comfort 


Natural Prolonged Action—The action of DARICON, a more potent and better tolerated 
anticholinergic, is consistently prolonged because it has a unique chemical structure and 
is not dependent on “mechanical” means (e.g., special coating, adsorption on ion-exchange 
resin). 

In addition to peptic ulcer, DARICON, is also indicated for other gastrointestinal disorders 
characterized by hypersecretion, hypermotility and spasm (e.g., functional bowel syndrome, 
chronic nonspecific ulcerative colitis and biliary tract disease). 

Dosage: 10 mg. b.i.d. (morning and evening).Supply: Tablets, 10 mg., white, scored, Bottles 
of 60 and 500, 
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PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL 
oF EMOTIONAL DISTURBANCES 


*Trademark 


THROUGH DUAL ACTION 


PROZINE controls anxiety and tension as well as 
motor excitability. This effect on the components of emotional re- 
action is possible because of the dual sites of action of PROZINE— 


the thalamic and hypothalamic areas of the brain. The unique dual 


action of PROZINE enables the physician to exert more specific 


control over emotionally disturbed patients. 


PROZINE controls emotional disturbances manifested by appre- 
hension and agitation, insomnia, nausea and vomiting, gastroin- 
testinal symptoms, alcoholism, menopausal symptoms, premenstrual 


tension. 


PROZINE is indicated in patients having a primary emotional dis- 
turbance, in patients having an emotional disturbance unrelated to 
their organic disease, and in patients emotionally disturbed by pri- 
mary organic disease. PROZINE ts especially useful in overly appre- 
hensive medical patients—including surgical and obstetrical—and 
in emotional problems of children, adolescents, and the aged. It also 
is useful in emotionally disturbed patients who receive little or no 
relief from analgesics, barbiturates, anticholinergics, antihyperten- 


sives, and hormones (estrogens and corticoids). 
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SIMULTANEOUS ACTION 
of two psychotropic drugs 
affecting two areas 


of the brain, produces 


more SPECIFIC CONTROL 


PROZINE in the recommended dosage (1 or 2 capsules, 
3 or 4 times daily) produces more specific control than is 


obtainable with high doses of other ataractic agents. 


in emotionally disturbed patients 01 PROZINE thie 
dose required is diminished to the point where the inci- 
dence of side-effects and toxicity reactions is minimal* and 
the patient is calm, tranquil, and amenable to additional 


therapy, whether it be educational, medical, or psychiatric. 


Supplied: Bottles of 50 capsules, each containing 200 mg. 


of meprobamate and 25 mg 


g. of promazine hydrochloride. 


Comprehensive literature available 


Wyeth *In studies involving 972 patients suflering a variety of emotional diseases, 


related and unrelated to physical ailments, 78 per cent were improved; 


Philadelphia 1, Pa the incidence of side-effects was only 3.7 per cent. 
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... By the way, try their new double strength Tablet Maalox No. 2. It’s great!” 
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Can antacid therapy be 


made more effective? 


THE MOST SIGNIFICANT IMPROVEMENT IN 
ANTACID THERAPY SINCE THE INTRODUCTION 


OF ALUMINUM HYDROXIDE IN 1929 


Each Creamalin Antacid Tablet contains $20 mg. specially processed, highly reactive, short poly- 
mer dried aluminum hydroxide gel, stabilized with hexitol, with 75 mg. magnesium hydroxide. 


1. Neutralizes acid faster (quicker relief) 

2. Neutralizes more acid (greater relief) 

3. Neutralizes acid longer (more lasting relief) 
4. No constipation + No acid rebound 

5. More pleasant to take 
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a new high in effectiveness | 


CREAMALIN neutralizes more acid 


Acid neutralization with 10 leading entacid tablets* Ouration of action at pH 3 to 5* 
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in a constant temperature container (37° C) equipped enn chaons oo compiles for gastric hyperacidity. To be published. 
with mechanical stirrer and pH electrodes. Hydrochloric . 

acid was added as needed to maintain oH at 3.5. Volume of 

acid required was recorded at frequent intervals for one hour 


Do antacids have to taste 
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No chalky taste. New CrReAMALIN tablets 
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are highly palatable, soft, smooth, easy to 
chew, mint flavored. 
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MYSTECLIN-V CONTAINS 
TETRACYCLINE PHOSPHATE 
COMPLEX FOR A DIRECT 
ATTACK ON 
THE PRIMARY 
INFECTION 


Mysteclin-V strikes 
directly at all tet- 
racycline sensitive organisms — most 
pathogenic bacteria, certain large virus- 
es, Endamoeba histolytica. It provides 
all benefits of tetracycline in the effec- 
tive phosphate complex form.! Patient 
response is rapid because initial high 
peak blood serum levels may be main- 
tained easily at the antibacterial attack 
level until the infecti is 


a 
ea. 


MYSTECLIN-V 
CONTAINS 
MYCOSTATIN 
FOR A SPECIFIC DEFENSE 
AGAINST SECONDARY MON- 
ILIAL SUPERINFECTION 


Mysteclin-V protects patients against 
antibiotic induced intestinal moniliasis 
and its complications, 
including vaginal and 
anogenital moniliasis. 
This protection is pro- 
vided by Mycostatin, 
the antifungal antibi- 
otic, with specific ac- 
tion against Candida 
(Monilia) albicans.? 


BOTH ARE OFTEN NEEDED WHEN 
BACTERIAL INFECTION OCCURS 


MYSTECLIN-V 


TETRACY 4OSPHATE COMPLEX (SUMYCIN) AND NYSTATIN 


Capsules (250 mg./250,000 u), bottles of 16 and 100. References: 1 Cronk, G. A.; Naumann, D 
Half-strength Capsules (125 mg./ 125,000 u), bottles of 16 and 100. Annual 1957-1958, New York, Medical Ency 
Suspension (125 mg./125,000 u per 5 cc.), 2 oz. bottles. 2. Newcomer, V. O.; Wright, E. T., Antibiotics Annual 
Pediatric Drops (100 mg./ 100,000 u per cc.), 10 cc. dropper bottles. 1954-1955, New York, Medical Encyclopedia Inc., 1955, p. 686. 


E., and Casson, K.: Antibiotics 
opedia Inc. 1958, p. 397 « 
and Sternberg, T. 


Squibb Quality—the Priceless Ingredient 


ARE TRADEMARKS: 
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“Anticholinergi 


Kirsner, J.B 
North Americi 


1957 


In peptic ulcer: six aids 


to total management 


ALUDROX SA is not only an effective anticholinergic, but also an antacid, sedative, de- 
mulcent, anticonstipant, and pepsin-inhibitor. Thus, one convenient preparation satisfies 
six requirements of total peptic-ulcer therapy. 

An important new anticholinergic of demonstrated usefulness, ambutonium, is responsible 


for the potent antisecretory and antimotility properties of ALUDROX SA. 


SUPPLIED: SUSPENSION, bottles of 12 fl. 
oz. TABLETS, bottles of 100. Each tea- 
SUSPENSION pcan spoonful (5 ce.) and tablet contains 2.5 mg. 


of ambutonium and 8 mg. of butabarbital 
combined with aluminum hydroxide and 
magnesium hydroxide approximating | tea- 


spoonful of aluminum hydroxide gel and 
Aluminum Hydre > Gel with Magnesium Hydroxide 14, teaspoonful of milk of 


magnesia. Also available: 
Tablets Ambutonium Bro- Myeth 
mide, 10 mg., bottles of 100 


Ambutonium Bro , and Butabarbital, Wyeth 


* Sedative and Anticholinergic 


589 

> 

peptic ulcer They shoul 
het, Sedation, and othe herapeutic 
neasures 
et a M. Cl 
i #/:499 (M 
| 

LA 


| DRINK 


GOOD 


TASTE 


ROMACH ULCER THERAPY 
Has a Wonderful Record 


Romach tablets are the first choice of thousands of physicians for fast symptomatic 
relief and ultimate healing of gastric and duodenal ulcers. 


Clinical reports' shows the following: 
81% roentgenographic healing 
92% pain relief without analgesics 
93% weight gains averaging 7.9 Ib. 
100% negative benzidine test for occult blood 


. In another study? there was a satisfactory response to Romach in 90% of cases. 
VA merice Journal of 
Gaidetelesy ROR CHEMICAL CO., 2268 First Ave., New York 35, N. Y. 
28:439, 1957, 
2British Medic al Journal 


| ROR CHEMICAL CO. 


p f lone \ 2268 First Ave., New York 35, N. Y. 
rolessional samples, Please send me without obligation professional sample, and 
complete formula literature on Romach tablets. 
and literature 


There's a natural preference 
for Coca-Cola .. . known 
purity, its quality; loved 
for its good taste, in 
around the world. 
af 
2 
\ 
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antispasmodic / tranquilizer 
A SENTRY FOR THE G1. TRACT, 


| 


| NEW: A SENTRY FOR THE G.L. TRACT 


Since G.I. disorders present multiple difficulties, 
perhaps you will welcome one medication that combats 
the most prominent and most troublesome symptoms. 


ENARAX protects against 


hypersecretion — hyperirritability 
hypermoulity hyperemotivity 


PNARAX Combines a new long-acting anticholinergic (antisecretory- 
antispasmodic’) with the proven antisecretory-tranguilizer?® (ATARAX") 
to relieve pain, spasm, hyperacidity and disease-induced tension. 
With this unique anticholinergic, just two tablets daily proved 
clinically effective in 428 out of 490 patients with a wide variety ol 


gastrointestinal disorders.) 


Selective postganglionic action on the G.I. tact minimizes side effects. 
Of 512 patients treated to date, reactions were usually mild, 

transient and easily reversed. Mouth dryness, blurring of vision, 
dizziness, hesitancy either disappeared with 


continued use or were controlled by reducing the dosage. 


~¢ 
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ENARAX one tablet at breakfast 


one tablet at bedtime 
full-time rehef in 


peptic ulcer Gastritis duodenitis 


functional bowel syndrome gastroenteritis hiatus hernia (symptomatic 


ulcerative colitis pylorospasm genitourinary spasm 


biliary tract dysfunctions cardiospasm dysmenorrhea 


ENARAX tablet contains: 
Oxyphencyclimine HCI... 10mg. 
Hydroxyzine HCl 25 mg. 


Dosage: One-half to one tablet twice daily — preterably in the morning and belore 
retiring. The maintenance dose should be adjusted according to therapeutic response 


Use with caution in patients with prostatic hy pe rtrophy or glaucoma, 
Supplied: In bottles of 60 black-and-white scored tablets 


References; 1. McHardy, G., et al.: Paper presented at Postgraduate Course Gastroenterology, Universit 
ot California School of Medicine, San Francisco, California, January 27, 2. scrub. © 
A.: To be published. 3. Schuller, E.: Gaz. des Hépitaux /0:391 (Apr. 10) 1957. 4. barah, I Internat. Ree 
Med. /69:379 (June) 1956. 5. La Barre, J Compt. rend. Soc. Biol Out 1956. @ 
Harrisson, J. W. E., et al.: Paper presented at the 4th Pan-American Congress 
Washington, D. C., November %-9, 1957. 7. Data in Roe 
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CONTROLS NERVOUS ‘TENSION 
IN G.I. 


DISORDERS 


MOST FUNCTIONAL G.I. DISORDERS “can be considered a manifestation of a general 
psychoneurotic disturbance.” (Rossien, A. X.: J. Am. Geriatrics Soc, 5:430, April 1957.) 


TREATMENT WITH MILTOWN M. ° lt 
® improved control in 15 of 19 cases ] O v9 I ji 
of common functional G.I. disturb- meprobamate (Wallace) 
ances! 


Miltown causes no adverse effects 
@ helped the majority of 23 cases of 


psy on gastric secretions, emptying time 
SVC SC stomac stress~ 


or motility.® 


® controlled emotional components of 
spastic colitis? chronic ulcerative Available in 400 mg. scored and 200 mg. sugar- 
colitis,4 and psychophysiologic dlys- coated tablets. Also available as MEPROSPAN’: 
' (200 mg. meprobamate continuous release cap- 

sules). 


pepsia® 


1. Phillips, R. E.: Am. Pract. & Digest Treat. 7:1573, Oct. 1956, 2. Selling, L. S.: J.A.M.A. 757:1594, 
April go, 1955. 3. Altschul, A. and Billow, B.: New York J. Med. 57:2361, July 15, 1957. 4. Ross, S. ‘1. 
Postgrad, Med. 23:24, Jan. 1958. 5. ‘Tacket, H. S.: Am. Pract. & Digest Treat. 8:597, April 1957. 
6. Bodi, T., Wirts, C. W.,, Jr. and Menduke, H.: Am. J. Gastroenterol, 29:643, June 1958. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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IN GASTROINTESTINAL AF- 
FECTIONS. Oatmeal fits well 
into the dietary manage- 
ment of gastrointestinal 
disease. It is bland, me 
chanically nonirritating, 
low in residue, yet high in 
its contribution of avail 
able protein, vitamins and 
minerals, 


The Quaker Oats @mpany 


‘The pattern of essential amino acids in food protein is 
the criterion of quality by which biological effectiveness 


is measured. The efficient conversion of ingested protein 


to tissue protein depends on the concomitant presence of 
all needed amino acids in proper amounts and proportions 
at the site of biosynthesis. 


Oatmeal exceeds all other whole-grain cereals in the 


amount of protein it provides. The quality of its protein 


is good—the distribution pattern of essential amino acids 


of the protein afforded by the oatmeal-and-milk serving 
resembles remarkably closely the pattern required by man. 


Comparison of Pattern of Essential Amino Acids in Quaker Oats Breakfast 
Dish* with Pattern of Essential Amino Acids Required by Male Adults 
Values on Ba t Tryptoy t 
Trypt Pheny 
phan alanine 


ly 


Essential Amino Acids 
Pattern in Quaker Oats 
Breakfast Dish* (1) 


Essential Amino Acids 
Pattern Required by 
Male Adults (2) 


*Prepared trom 1 oz 

(1) Estimated trom v 2 
Report No. 4, | Dept. Ax 
Quaker Oats prote 16.7 

(2) Staff Report: “Rose Reports Human uno Ac 
27-1364 (1949), 


1957, pr 


d Requirements 


Oatmeal is also noted for its significant content of B vita- 
mins and minerals important to physiologic needs. Its 
delicious taste and easy digestibility further qualify oat- 


meal as an ideal “habit food” for every day’s breakfast. 


Quaker Oats and Mother’s Oats, the two brands of oat- 
meal offered by The Quaker Oats Company, are identical. 
Both brands are available in the Quick (cooks in one min- 
ute) and the Old-Fashioned varieties which are of equal 
nutrient value. 


CHICAGO 


1.0 3.8 4.2 | 2.9 | 47 14 64 4.3 
10 | 44 | 3.2 | 2.0] 3.2 | 4.4 |4.4| 2.8 
oz. whole milk 
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DEXAMETHASONE 


treats more patients 
more effectively 


NOW many more 
hypertensive patients 
may have THE FULL 
BENEFITS 
CORTICOSTEROID 


THERAPY 


Except for one case of mild blood-pressure elevation (150/90) no hypertension 
was seen in any of 1500 patientst as a result of treatment with DECADRON —the 
new and, on a milligram basis, most potent of all corticosteroids. Hypertension 
induced by other steroids diminished or disappeared. 


Thus with DECADRON, hypertension no 
longer appears to be a contraindication to 
successful corticosteroid therapy. And 
the dramatic therapeutic impact of 
DECADRON was virtually unmarred by 
diabetogenic or psychic reactions... 
Cushingoid effects were fewer and milder 
... and there were no new or ‘‘peculiar”’ 
side effects. Moreover, DECADRON helped 
restore a ‘‘natural’’ sense of well-being. 


tAnalysis of clinical reports. 
*DECADRON is a trademark of Merck & Co., Inc. ©1959 Merck 
& Co., Inc 


mQo MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc, PHILADELPHIA 1, PA. 
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